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Just Ready! 


Labial lesion 


Biopsy 
MANUAL 


By Mardy. Griffin & Rodriguez 


A guide to selection of proper tissue for patho- 
logic examination—and precisely how to obtain it 


This new and beautifully illustrated manual gives you the safest 
step-by-step techniques for obtaining suitable specimens of tissue 
from virtually any area of your patient’s body. The various forms 
of biopsy are each carefully deseribed—incisional, excisional, bite, 
aspiration, punch, trephine, curettage, scrape, sponge, irrigation. 
You are told specifically which to use in a given body area or 
situation, 


The authors meticulously describe exactly what kind of material 
the pathologist needs for diagnosis, prognosis, and for following 
the course and effectiveness of therapy in cancer and other path- 
ologic conditions. 


Whether you need to perform a simple skin biopsy or a biopsy of 
the liver, kidney or cervix—this book tells precisely how to pro- 
ceed each step of the way. With the help of crystal clear illustra- 
tions, the authors deseribe incisions, landmarks, anesthesia, pitfalls 
and complications. You'll find solid help on avoiding such hazards 
as hemorrhage, spread of infection or tumor cells, injury to adja- 
cent organs or tissue. 


Pathologic examination of tissue is not considered. This is strictly 
a manual of technique. 


Practical assistance is given on use of instru- 
ments, fixatives, records for the pathology lab, 
frozen section vs. paraffin section examination, 
common errors and omissions in biopsy. 


Needle 
aspiration 


General practitioners and spe- 


cialists alike will find — this ---Cyst deep 
manual to be a tremendously in breast 
useful guide to the practical tissue 


aspects of clinical biopsy. 


By JAMES D. HARDY, M.D., Professor and Chair- 


man of the Department of Surgery; JAMES C. 


~ 


quer, 


GRIFFIN, JR., M.D., Assistant Instructor in Sur- 
gery, Administrative Chief Kesident in Surgery, 
National Cancer Institute Trainee; and JORGE A. 


RODRIGUEZ, M.D., Assistant Professor of Sur- 
gical Anatomy— All at the University of Mississippi 


{ 
School of Medicine. About 146 pages, 6” x 914”, , 


with 142 illustrations on 54 figures. About $6.50. 
New~Just Ready! 


STANDARD 
OF UNIVERSAL 


Cecil & Loeb’s 
TEXTBOOK of MEDICINE 


New (10th) Edition!—Describes over 800 separate 
diseases along with today’s effective methods of 
diagnosis and treatment. 

By 164 Authorities. Edited by RUSSELL tL. CECIL, M.D., 
Sc.D., Professor of Clinical Medicine Emeritus, Cornell Uni- 
versity; and ROBERT F. LOEB, M.D., Sc.D., D. Hon. Causa 
LL.D., Bard Professor of Medicine, Columbia University. 
1665 pages, 7” x 10”, with 171 illustrations. In one volume 
$16.50. Two volume set $20.50. New (10th) Edition. 


1959 CURRENT THERAPY 


New!—Today’s most effective treatments for virtually 
every disease you're likely to encounter. Over 75% 
of the articles rewritten for this year’s volume. 

By 301 Authorities selected by a Board of Consulting Edi- 


tors. Edited by HOWARD F. CONN, M.D. 781 pages, 7” x 
10”. $12.00. New! 


Noyes & Kolb’s MODERN 
CLINICAL PSYCHIATRY 


Completely describes how to recognize, treat and 
manage both major and minor psychiatric disorders. 
By ARTHUR P. NOYES, M.D., Norristown State Hospiia., 
Norristown, Pa.; and LAWRENCE C. KOLB, M.D., Protess. 
of Psychiatry, College of Physicians and Surgeons, Columui- 
University. 694 pages, 6” x 9”. $8.00 Fifth Edition. 


Wechsler’s 

CLINICAL NEUROLOGY 

Wonderfully clear advice on how to diagnose and 
treat just about every nervous disorder. 

By ISRAEL S. WECHSLER, M.D., Consulting Neurologist, The 


Mount Sinai Hospital, New York. 782 pages, 6” x 91/4", with 
179 illustrations. $11.00. Eighth Edition. 


Novak & Novak’s GYNECOLOGIC 
and OBSTETRIC PATHOLOGY 


A clear picture of the features of diseases that may 
attack the female reproductive system. 


By EMIL NOVAK, A.B., M.D., D.Sc. (Hon., Trinity College, 
Dublin; Tulane), F.A.C.S., F.R.C.O.G. (Hon.), Late Assistant 
Professor Emeritus of Gynecology; and EDMUND R. NOVAK, 
A.B., M.D., Assistant Professor of Gynecology, Johns Hop- 
kins Medical School. 650 pages, 61/2" x94", with 683 
illustrations, 25 in color. $14.00. Fourth Edition. 


Sodeman’s 
PATHOLOGIC PHYSIOLOGY 

Tells how and why disease symptoms occur and 
gives a sound basis for logical therapy. 

By 29 Authorities. Edited by WILLIAM A. SODEMAN, M.D., 
F.A.C.P., Magee Professor of Medicine; and Dean, Jefferson 


Medical College. 963 pages, 61/2" x 934", with 173 illus- 
trations. $13.00. Second Edition. 


Wolff's Electrocardiography 
Explains the ECG in a way that will enable you 
to understand and evaluate any electrocardiogram 
without memorizing patterns. 
By LOUIS WOLFF, M.D., Visiting Physician, Consultant in 
Cardiology and Chief of the Electrocardiographic Labora- 


tory, Beth Israel Hospital. 342 pages, 6%" x 9%", with 
199 illustrations. $7.00. Second Edition. 


Nelson’s 
TEXTBOOK of PEDIATRICS 


New (7th) Edition!—Brimming with the most current 
concepts and modern practices in the corrective, 
successful care of children. 


Edited by WALDO E. NELSON, M.D., D.Sc., Professor of 
Pediatrics, Temple University School of Medicine; Medical 
Director of Saint Christopher's Hospital for Children, Philo- 
delphia. With the Collaboration of 79 Contributors. 1462 
pages, 7” x 10”, with 428 illustrations, some in color. 
$16.50. New (7th) Edition. 


THE JOURNAL of the American Medica! Association is published weekly by the American Medical Association. Subscription, $15.00 a year, 45c a copy. Canadian $17.00. Foreign $21.50, 


Second-Class postage paid in Dayton Ohio 


Address all communications to American Medical Association, 535 N. Dearborn St., Chicago 10, Ilinois 


‘ 
‘ 
{ 
- Razor blade ee 
- 
7 
: 
| 
4 
: 
42 
Va f 
Za, 4 
/ 
= 
j 
| 
- i 
: 


SAUNDERS TEXTS 
APPEAL... 


Dorland’s ILLUSTRATED 
MEDICAL DICTIONARY 


No other medical dictionary available can give you 
more help and information than this classic work. 
Under the editorial supervision of LESLIE BRAINERD AREY, 
Ph.D., Sc.D., LL.D.; WILLIAM BURROWS, Ph.D.; J. P. 
GREENHILL, M.D.; RICHARD M. HEWITT, A.M., M.D.; 
PAUL J. ALEXANDER and HARRY C. MESSENGER. 1598 
pages, illustrated with 50 full page plates. Flexible binding. 
Thumb-indexed. $12.50. Twenty-third Edition. 


Dunean’s 
DISEASES of METABOLISM 


New (4th) Editioni—How to understand, diagnose 
and treat the entire range of metabolic disorders 
met in daily practice. 


Edited by GARFIELD G. DUNCAN, M.D., Professor of Medi- 
cine, University of Pennsylvania. With Contributions by 22 
Authorities. 1104 pages, 61/2” x 10”, with 226 illustrations. 
New (4th) Edition. 


0. 


Jackson & Jackson’s DISEASES 
of the NOSE, THROAT and EAR 


New (2nd) Editioni—A vast reservoir of information 
on the entire ENT region. 

Edited by the late CHEVALIER JACKSON, M.D., Sc.D., 
F.A.C.S.; and CHEVALIER L. JACKSON, M.D., M.Sc 
F.A.C.S., Professor of Laryngology and Broncho-Esopha- 
gology, Temple University, Philadelphia. With the collabo- 
ration of 64 Outstanding Authorities. 886 pages. 7” x 10”, 
645 illustrations. $20.00. New (2nd) Edition. 


Higgins & Orr—OPERATIONS of 
GENERAL SURGERY 


There is no other book in the English language like 
“Orr; it describes surgical management of the 
entire body. 


By GEORGE A. HIGGINS, M.D., Chief, Surgical Service; 
and THOMAS G. ORR, Jr., M.D., F.A.C.S., Associate in 
Surgery, University of Kansas School of Medicine; Surgeon, 
Veterans Administration Hospital, Kansas City, Missouri. 
1016 pages, 7” x 10”, with 1990 illustrations on 835 
figures. $20.00. Third Edition. 


Adler—Gifford’s 
OPHTHALMOLOGY 


Gives the general practitioner sound advice on 

diagnosis and treatment of eye disorders. 

By FRANCIS HEED ADLER, M.D., F.A.C.S., WM. F. NORRIS 

and GEORGE DeSCHWEINITZ, Professor of Ophthalmology, 

University of Pennsylvania Medical School; 499 pages, 6” x 

94", with 277 illustrations, and 26 color plates. $8.00. 
Sixth Edition. 


Wells’ CLINICAL PATHOLOGY 


Here is clear and practical help on the selection 
and interpretation of laboratory tests. 


By BENJAMIN B. WELLS, M.D., Ph.D., Director, Medical 
Education Services, Veterans Administration; Former Pro- 
fessor of Medicine, and Chairman of the Department of 
Medicine, Creighton University, School of Medicine, Omaha. 
488 pages, 6” x 91/4", illustrated. $8.50. Second Edition. 


Maximow & Bloom’s 
TEXTBOOK of HISTOLOGY 


This number one text in the field assures you of 
sound help on microanatomy. 

By ALEXANDER A. MAXIMOW, Late Professor of Anatomy, 
University of Chicago; and WILLIAM BLOOM, Professor of 
Anatomy, University of Chicago. 628 pages, 7” x 10”, with 
1082 illustrations, 265 in color. $11.00. Seventh Edition. 


Friedberg’s 
DISEASES of the HEART 


No other one volume gives you more practical and 
useful information on the recognition and treatment 
of every cardiac disorder. 

By CHARLES K. FRIEDBERG, M.D., Cardiologist and Attend- 
ing Physician for Cardiology, The Mount Sinai Hospital, New 
York; Associate Clinical Professor of Medicine, College of 
Physicians and Surgeons, Columbia University. 1161 pages, 
7” x 10”, with 157 illustrations. $18.00. Second Edition. 
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NEW (2nd) EDITION! 


LINICAL 
AUSCULTATION 
OF THE HEART 


By Levine & Harvey 


Tells exactly how to recognize, differentiate and 
interpret the multitude of varying cardiac sounds 


Here’s remarkably practical help in deriving the maximum diag- 
nostic information from your stethoscope. From venous hum to 
“machinery” murmur you'll learn of the significance of the heart 
sounds you hear. Normal sounds are described so graphically you 
can almost hear them as you read. Variations from the normal 
such as opening snap of the mitral valve and gallop rhythm; 
irregularities such as ventricular flutter and nodal beats; murmurs 
from coarctation of the aorta and pulmonary stenosis are all care- 
fully covered. 


So much new information on heart sounds has been uncovered in 
the last 10 years, this New (2nd) Edition has almost doubled in 
size. The section on congenital heart disease contains the greatest 
changes. The authors present a remarkably comprehensive dis- 
cussion of the sounds from defective hearts; of the mechanism 
of their production; and of their significance. Particular attention 
is paid to import of the splitting of the second sound. All through 
the book, new cases, new examples have been added to show how 
small variations in pathology can alter character of heart sounds. 
These new descriptions now make the book, in essence, one of 
differential diagnosis by auscultation. See this splendidly revised 
edition now. 


By SAMUEL A. LEVINE, M.D., Clinical Professor of Medi- 
cine, Harvard Medical School; and W. PROCTOR HAR- 
VEY, M.D., Assistant Professor of Medicine, Georgetown 
University Medical School. 657 pages, 6” x 9”, with 660 


illustrations. $11.00. 
New (2nd) Edition—Just Ready! 
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Important new books and editions 
to help you improve your skill! 


Just Published! Flatt 
THE CARE OF MINOR HAND INJURIES 


Here is a new book that can be extremely helpful to you in treating cases involving all types of 
direct trauma to the hand as well as burns, infections, bites, frostbite and a variety of less common 
injuries, the care of which is frequently not unde rstood. The volume is organized into two parts to 
be of maximum usefulness in emergencies. 

In Part I the author stresses all the important general principles, a knowledge of which is funda- 
mental to good care of the injured hand. Part [I contains step-by-step “how to do it” discussions of 
the treatment of virtually every type of injury. By classifying hand injuries and presenting only 
one practical method of treatment, the book permits you to diagnose and treat such injuries in a 
minimum of time . . . important in time of stress. Actual case photographs of each type of injury 
are presented so the case under treatment can be matched to the appropriate illustration in the 
book. Dr. Flatt’s new book contains a time-saving detailed cross-index and material is repeated 
when appropriate to avoid having you constantly refer to earlier pages. 

By ADRIAN E. FLATT, M.A., M.D., F.R.C.S., Assistant Professor of Orthopedic Surgery, State University of lowa. Just Published. 
1959, 266 pages, 6%" x 9%", 109 illustrations. Price, $9.50. 


Just Published! DuVries 
SURGERY OF THE FOOT 


Now with the help of this new book you can give your patients more complete foot care by learn- 
ing to perform a owe number of simple surgical procedures—thus expanding your practice into a 
field where help is needed and few qualified men are available. Surgery of the foot discusses the 
basic principles and proper surgical treatment of virtually all the foot problems you may en- 
counter. Everything is here—from treatment of such minor cases as ingrown nails to such major 
problems as club foot—in one compact volume! While other books deal mainly with the extreme dis- 
abilities, this practical volume emphasizes the “minor” injuries and deformities—infections, burns, 
freezing, sprains, athletic injuries, ulcers, tumors and cysts, skin disorders, fractures and many 
other common foot problems. Dr. DuVries brings together a complete coverage of the subject and 
presents many of his procedures which have never appeared in published form before. The chapter 
on “Examination and Diagnosis” can be a great help to you in explaining the causes of patients’ 
complaints. In each instance, the procedures of recommended treatment are described in complete, 
step-by-step detail—yet written in a manner which you'll find concise and easy to follow. 


By HENRI L. DuVRIES, M.D., B.Sc., D.S.C., Clinical Instructor in Surgery, Chicago Medical School, Chai 
gery, Illinois College of Chiropody ‘and Foot Surgery, Chicago. Just Published. 1959, 494 pages, 6%" x 9%", to illust. ie’ 30. 


Ready Next Month 2nd Edition MeKusick 
HERITABLE DISORDERS OF CONNECTIVE TISSUE 


This is a book that will give you a better understanding of all five generalized and hereditary dis- 
orders of connective tissue—the Marfan syndrome, Ehlers-Donlos, Osteogenesis imperfecta, Pseu- 
doxanthoma and the Hurler syndrome. Attention is concentrated on heritable diseases which 
represent abnormality of a single element of connective tissue where it is found throughout the 
body. With a greater understanding of these syndromes, which are more common than they are 
sometimes considered to be, you can arrive at a fuller understanding of all diseases of connective 
tissue, including the various forms of arthritic and the so-called collagen vascular group. The prin- 
ciples of genetics as applied to man are well illustrated by these syndromes. You’ll find this well 
illustrated revision contains all the up-to-date information on the subject to guide you in analyzing 
hereditary abnormalities. 


By VICTOR A. McKUSICK, M.D., iate Profi of Medici Johns Hopkins University School of Medicine. Ready next month. 
1959, 2nd edition, 336 pages, one 10”, 103 illustrations. About $10.00. 


Use This Convenient Coupon to Order on 10 Day Approval 


Dear Sir: Date 
Please send me on 10 day approval ithe book(s) checked. 1 understand | that if 1 am not completely satisfied, | can return the book(s) 
within 10 days with no charge or if is pays the mailing charges. 

( Payment enclosed igs Charge my account oO Open @ new account for me 
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LEA & FEBIGER BOOKS OF EVERYDAY USEFULNESS 


Blinick and Kaufman— 
Modern Office Gynecology 


By GEORGE BLINICK, M.D., F.A.C.S., Assistant Clinical 
Professor of Obstetrics and Gynecology, New York Uni- 
versity College of Medicine, New York City; and SHER- 
WIN A. KAUFMAN, M.D., F.A.C.S., Associate Attending 
in Obstetrics and Gynecology, Beth Israel Hospital, New 
York City. 218 pages, 51/4” x 73/4”. 47 illustrations. $4.50. 


With its “corridor consultation” approach, this book 
gives immediate recommendations for diagnosis and 
treatment of commonly met gynecologic problems. Part 
I discusses symptoms, diagnosis and treatment. Part II 
is a gallery of gynecologic drawings with full legends 
that describe important diagnostic and therapeutic 
technics. “Useful for the family physician.”— American 
Journal of the Medical Sciences. 


Ritvo—Chest X-Ray Diagnosis 


By MAX RITVO, M.D., Assistant Clinical Professor of 
Radiology, Harvard Medical School, Boston, Massachusetts. 
640 pages, 7” x 10”. 633 illustrations on 426 figures and 1 
plate in color. 2nd edition. $16.00. 


Dr. Ritvo describes the x-ray manifestations of condi- 
tions affecting the heart and lungs, in which the diag- 
nosis can be established by roentgen methods. Conditions 
which may produce similar manifestations are described 
and differential diagnosis discussed fully. “Unqualifiedly 
recommended to the general practitioner.” —GP 


Partipilo—Surgical Technique 
and Principles of Operative 
Surgery 


By A. V. PARTIPILO, M.D., F.A.C.S., Clinical Pro- 
fessor of Surgery, The Stritch School of Medicine, 
Loyola University, Chicago. 966 pages, 7” x 10”. 1235 
illustrations on 719 figures, 4 in color. 6th ed. $20.00. 


Detailed surgical techniques of virtually every 
operative procedure you may have occasion to use 
are in this functional book. Surgery of the neck, 
chest, abdomen and specialties is taken up fully by 
18 specialists. Pre- and postoperative care is 
stressed. “This is a useful and readable book 
which can be highly recommended.”’—Surgery, 
Gynecology and Obstetrics. 


WASHINGTON SQUARE, PHILADELPHIA 6, 


Canadian Agent: The Macmillan Company of Canada, Ltd., 70 Bond St., Toronto 


LEA & FEBIGER 


Please enter my order and send the books indicated below: 
(0 Check enclosed C) Bill me at 30, 60 or 90 days. 
(1 Blinick and Kaufman—Modern Office Gynecology.............. 


(€ Partipilo—Surg. Technique and Prin. of Operative Surgery..... 20.00 


Dr. (please print)............. 


J.A.M.A. 9-19-59 


Address 


Katz and Pick—Clinical 
Electrocardiography 


i. Arrhythmias. With an Atlas of Electrocardiograms. By 
LOUIS N. KATZ, M.D., Director, Cardiovascular Depart- 
ment; and ALFRED PICK, M.D., Physician in Charge of 
Heart Station and Research Associate, Cardiovascular De- 
partment, Medical Research Institute, Michael Reese Hos- 
pital, Chicago. 737 pages, 7” x 10”. 415 illustrations. $17.50. 


Emphasis in this book is on the clinical importance of 
electrocardiography. General considerations and the 
theoretical background are followed by a 10-chapter 
systemic description of arrhythmias. Electrocardiograms 
are placed at the end of each chapter and separated into 
simple arrhythmias suitable for beginners, intermediate 
arrhythmias for the more advanced, and complex 
arrhythmias. ‘ . an excellent reference book for in- 
ternists and cardiologists.”—]. A. M. A., Vol. 161, No. 12. 


PA. 


(We pay postage if remittance in full accompanies your order) 
(.) Charge under your monthly partial payment plan. 
{] Katz and Pick—Clinical Electrocardiography.................. 
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Correlates growth and 
neurological symptoms... 


Dekaban’s 
NEUROLOGY OF INFANCY 


“The development and perfection of various cerebral functions parallel and are 
dependent on the progress in maturation of the nervous structures. . .. After the infant 
accomplishes crude voluntary movements, further perfection of the motor skill 
requires complex integrative activity of the cerebellum. This is preceded by 
considerable histological changes in the cerebellar cortex. ... Perception of space, 
localization of sound and progressive development of volitional and mental activity 
can be correlated with the progress of maturation in the corresponding cortical areas 
and fiber tracts subserving association. 


“... any major disorder affecting the brain of an infant will produce varied clinical 
manifestations depending on the stage of maturation of the neural mechanisms, 
whereas the symptoms and signs in adult patients with similar lesions in the same 
location will be quite uniform. 


“The author's main objectives . .. were two-fold: One—to provide . . . anatomical 
and developmental landmarks of the maturation of the central nervous system during 
the first two years of life. Two——to outline principles of pathology, pathogenesis and 
clinical manifestations of neurological disorders occurring during infancy with special 
emphasis on the differences between mature patients and infants.""——From the Preface 


CONTENTS: |. Developmental Anatomy and Physiology of Central Nervous System 
from Birth to Two Years of Age... 2. Examination. . . 3. Birth Injuries... 4. Vascular 
Disorders Affecting the Central Nervous System. . . 5. Encephalitis and 
Encephalomyelitis. . . 6. Meningitis and Suppurative Lesions About the Meninges. . . 
7. Dysraphic States and Various Abnormalities of the Skull and Spine. . . 8. Various 
Conditions Underlying Cerebral Palsy. . . 9. Hydrocephalus. . . 10. Epilepsy . . . 

11. Mental Deficiency and Certain Disorders Leading to Retardation of 
Development. . . 12. Exogenous and Endogenous Intoxications Affecting the Nervous 
System. . . 13. Neurocutaneous Dysgeneses. .. 14. Neoplasms and Granulomatous 
Conditions Affecting the Nervous System. . . 15. Metabolic and Endocrine Disorders 
Affecting the Nervous System. . . 16. Progressive Degenerations of the Central 
Nervous System. .. 17. Primary Diseases of the Muscular System. References. Index. 
By ANATOLE DeKaBAN, M.D., P/.D., Head, Section on Developmental 

Neurology, National Institute of Neurological Diseases and Blindness, National 


Institutes of Health; Assistant Professor of Newvology, George Washington 
University Medical School ; Consultant, Children’s Hospital of the District of Columbia 


1959 ° 406 pp., 7 plates, 185 figs. . 


Publishers of Medical and Scientific Books and Periodicals r SHOP BY MAIL 


THE WILLIAMS AND WILKINS COMPANY 
Baltimore 2, Md. 
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Satisfying sleep for your patients 


Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
erly patients, patients with low vital capacity and poor respiratory reserve and is 
usually not contraindicated in the presence of renal or hepatic disease. Onset of 
sleep with Doriden is smooth and gradual, usually with no preliminary excitation. 
Doriden acts within 30 minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, 
no ‘hangover’ or “fog,” because Doriden is: rapidly metabo- ® 
lized. SUPPLIED: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 c. Woride Il 


(glutethimide C/BA) 
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In recent tests for 


TACTILITY 


babies preferred 


SMOOTHER 
Swift’s Meats 


As you know, it’s the feel of the food on babies’ 
tender tongues that largely influences the accept- 
ance of early solids. The smoother and softer the 
first foods, the easier the transition from liquids 
to table fare. 

Recently Swift conducted feeding tests to de- 
termine the ‘‘acceptability”’ level of our Meats 
for Babies. These tests were part of our continu- 
ing research program to aid us in preparing meats 
that are as enjoyable as they are nutritious. 

In unidentified products tests, Swift’s Strained 
Beef was examined by mothers on a side-by-side 
comparison basis with another popular brand 
of strained beef for babies. 


Here are the results of these tests: 


Mothers’ Observations: 


Which beef 
was smoother? 


SWIFT’S | 67% 
Other Brand | 18% 
No difference noted | 15% 


Assure mealtime enjoyment as well as sound 
nourishment for your little patients by recom- 
mending smoother Swift’s Strained Meats. They’re 
prepared by a specialist in fine meats. 


These new findings on the “‘enjoyment”’ factor of 
Swift’s Meats strengthen the ‘‘Pyramid of 
Growth’’—our symbol which depicts the role of 
meat in infant nutrition. 
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improved tremities can now be sustained a! 
day or all night with just one 
peripheral > Priscoline Lontab. Exclusive Lontab 
an ae formulation offers rapid initial ef- 

blood flow q blood flow to the extremities when 

now sustaine keep hands and feet warm without 
the chill periods of intermittent 

medication in patients with arterio- 

for 12 hours sclerotic peripheral vascular dis- 
ease, Raynaud's disease, thrombo- 


with just one 3 angiitis obliterans, postoperative 


and postpartum thrombophlebitis 


and similar conditions. 


Priscoline One Priscoline Lontab every 12 hours. 
Supplied 


Priscoline Lontabs, 80 mg. 


® 
ontad (15 mg. outer shell, 65 mg. inner core). 


Special outer shell 
actually contains ini- 
tial dose of medica- 
tion which is immedi- 
ately released for 
rapid vasodilating 


effect. 


Unique Lontab core 
designed to release 
medication gradually, 
sustaining vasodilating 
effect as long as 12 
hours. 


I B A PRISCOLINE® hydrochloride (tolazoline hydrochloride CIBA) 
Ss U MMI 1; N. J LONTABS® (long-acting tablets CIBA) 2 
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OLARAMINE # mg. TABLETS 


Dosage: Tablets, 2 mg.— one tablet t.i.d. 
or q.i.d., supplied in bottles of 100 and 1000. 


Also available: Polaramine Repetabs,® 
4 mg. and 6 mg., bottles of 100 and 1000. 
Polaramine Syrup, 2 mg./5 cc., bottles of 16 oz. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


POLARAMINE® Maleate, brand of dextro-chlorpheniramine maleate 
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Emergency! 


Phones are left to dangle when an acutely agitated 
patient creates an emergency situation. 

The patient? Perhaps suffering postalcoholic 
syndrome—delirium tremens, for example. Or, a 
cardiac with intractable hiccups. Again, the pa- 
tient might be a severely vomiting primigravida. 

With SPARINE you are prepared for almost any 
crisis—psychic or physical. SPARINE helps control 
apprehension and agitation, nausea and vomiting, 
hiccups. It modifies reaction to pain and potenti- 
ates analgesics. 


4 ® 
ririe 
HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth ~ 
INJECTION TABLETS SYRUP Philadelphia 1, Pa. 
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CIRRHOSIS WITH ASCITES 
AND EDEMA 


“In the first case... a severely edematous patient 
with marked ascites, there was a continuous diuresis 
throughout the 20-day course of chlorothiazide at 

a dose of 1,000 mg. every 12 hours ,. .” 

Magid, G.J. and Forsham, P.H.: 

Metabolism, pp. 589-607, (Sept.) 1958, 

Dosage: One or two 500 mg, tablets DIURIL once or twice a day, 
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® 


a continuing 
and consistently 


outstanding record 


of safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


MERCK SHARP & DOHME 
S}®) division of Merck & Co., INC., Philadelphia 1, Pa. 


©1959 Merck & Co., INC. 
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Compazine’ 


reduces the impact of emotional stress 


1. relieves the anxiety and tension that aggravate cardiovascular symptoms 
2. lessens your patient's inclination to brood and worry about his condition 
3. reduces the likelihood of stress-induced cardiovascular crises 
4, has little, if any, hypotensive effect 
For convenient daylong calming effect with a single capsule, prescribe “Compazine’ 
Spansule® capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 


and Suppositories. ‘ 


so) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 
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and open stuffed noses orally 


Triaminic 


an effective oral nasal decongestant 
* in nasal and paranasal congestion 


* in sinusitis 
* in postnasal drip 


- in allergic reactions of the upper respiratory tract. 


the advantages of effective oral medication'*’ 


* systemic transport to all respiratory membranes 
* provides long-lasting relief 

* not likely to cause rebound congestion 

* avoids “nose drop addiction” 


Relief with Triaminic is prompt 
and prolonged because of this 
special timed-release action... 
beneficial effect starts in 
minutes, lasts for hours 


Each TRIAMINIC Tablet provides: 


Phenylpropanolamine HC) .............. 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine 25 mg. 


One-half of this formula is in the outer 
layer, the other half is in the core. 


Dosage: One tablet in the morning, mid- 
afternoon and at bedtime. 
References: 1. Lhotka, F. M.: Illinois M. J. 112: 
259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. 
Monthly #7:460 (July) 1958. 3. Farmer, D. F.: 
Clin. Med. 5:1183 (Sept.) 1958. 


first—the outer layer 

dissolves within minutes 

to produce 3 to 4 hours 
Nei of relief 


then—the core disintegrates 
to give 3 to 4 more hours 
of relief 


TRIAMINIC JUVELETS: Each timed-release 
Juvelet is equivalent in formula and dosage to 
one-half of a TRIAMINIC tablet, for the adult 
or child who requires only half-strength dosage. 


TRIAMINIC SYRUP is recommended for 
adults and children who prefer liquid medica- 
tion. Each 5 ml. tsp. is equivalent to %4 of a 
Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
day; children 6-12: 1 tsp. 3-4 times a day; 
children under 6: in proportion. 


SMITH-DORSEY : a division of The Wander Company * Lincoln, Nebraska 
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decisive therapy in a delicate matter 


‘Triburon 


TRIBURON® CHLORIDE—brand of triclobisonium chloride. ROCHE® 


Unetnal (ream 


wide-spectrum microbicide 
antitrichomonal + antibacterial - antimonilial 


provides potent, wide-spectrum microbicidal action in vaginal infec- 
tions, including trichomoniasis, moniliasis and nonspecific vaginitis 


Effective—Cured or markedly improved —within 2-3 weeks—86 per cent of 250 patients with various 

types of vaginal infections.'+ 

Broad spectrum—Pathogens included Trichomonas vaginalis, Candida albicans and Hemophilus 

vaginalis, as well as certain other gram-negative and gram-positive organisms.'* 

Proven toleration—Closed-patch skin tests have proved Triburon Chloride, the active ingredient of 

Triburon Vaginal Cream, “. . . to be nonirritating . . . not sensitizing. . . .”3 

Nonstaining, odorless Triburon Vaginal Cream is also suited for use during pregnancy, menstruation, 

for senile vaginitis with conjunctive therapy, for preoperative, postoperative and postpartum use, 

after cauterization, conization, and irradiation. 

Composition: Triburon Vaginal Cream contains 0.1% Caution: Triburon is virtually nonsensitizing and non- 

concentration of Triburon in a white, hydrophilic irritating but if evidence of sensitization occurs, use 

cream base. of the cream should be discontinued. 

, ‘ ; Supplied: 3-ounce tubes with 18 disposable applicators. 

Dosage: One applicatorful of Triburon Vaginal Cream M 

should be introduced into the vagina every night for 2 References: 1. J. J. McDonough and ule, te - “et 
ks. If h F whaes lished. 2. Reports on file, Roche Laboratories. 3. R. 

weeks. If necessary, the course of therapy may be Robinson and L. E. Harmon, Antibiotics Annual 1058. 

repeated, 1959, New York, Medical Encyclopedia, Inc., 1959. 


ROCHE LABORATORIES SIZ3) Division of Hoffmann-La Roche Inc « Nutley 10 + N. J. 
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AN AMES CLINIQUICK™ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW CAN THE BRONCHIAL ASTHMA PATIENT KEEP 
HIS HOME FREE OF MAJOR ALLERGENIC OFFENDERS? 


1. CONTROL HOUSE DUST—REDUCE ITS FORMATION 
AND PREVENT ITS ACC UMULATION. 


a 4 < TON, FEATHERS AND KAPOK IN PILLOWS 
- AND UPHOLSTERED FURNITURE. 


3.) WHEREVER POSSIBLE, ELIMINATE ARTICLES 
MADE OF WOOL OR OTHER ANIMAL HAIR, SUCH AS 
BLANKETS, QUILTS, CLOTHING, RUGS. €225 


WHICH ACT 
GROUNDS 


4, DISCARD OLD POSSESSIONS 
AS FERTILE BREEDING 
FOR MOLD. 


5. SUBSTITUTE # GOLDFISH OR TURTLES FOR 


FUR-BEARING PETS. 


Source —Gittelson, G.: J. Florida M. A. 44:364, 1957. 
AMINOPHYLLINE WITH PENTOBARBITAL 


SUPPOSITORIES WITH UNIQUE, NONREACTIVE BASE 
Rectal administration provides a convenient and reliable route for prompt relief of bronchospasm 
and round-the-clock protection for your asthmatics. AMINET is particularly desirable in children 
where anxiety of oral or injection administration can intensify respiratory distress ...avoids gastric 
upsets of oral aminophylline and possible loss of therapeutic or prophylactic dose by vomiting. 


3 “WEIGHT-PROPORTIONED” DOSAGE FORMS 


THE RECTAL ROUTE 
TO BENEFIT THE ASTHMATIC 
IN EVERY AGE GROUP 


AMINOPHYLLINE 


PENTOBARBITAL 
SODIUM 


BENZOCAINE 


New Va Stre for children 
over 40 Ibs. (18 Kg.) 


0.125 Gm. (1% gr.) 


0.025 Gm. (¥% gr.) 


0.015 Gm. (1% gr.) 


Half Strength for individuals 
over 80 Ibs. (36 Kg.) 


0.25 Gm. (3% gr.) 


0.05 Gm. (% gr.) 


0.03 Gm. (¥ gr.) 


Full Strength for adults 


0.5 Gm. (742 gr.) 


0.1 Gm. (142 gr.) 


0.06 Gm. (1 gr.) 


All 3 dosage forms now in protective, pre-formed foil strips. 


Available: Boxes of 12. 
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The whole family likes “Premarin? 


N a sense, when you prescribe 

“Premarin” for a wife and mother 
who is suffering in the menopause, 
chances are you're treating the 
whole family. Junior, Sis, and Dad, 
just like Mom, can tell the difference 
right off. 

Mother isn’t just more tranquil on 
“Premarin” therapy. Hundreds of 
published reports tell us she takes a 


positive outlook on life. She feels 
good. And we all know that’s the 
single most important factor for a 
happy home. 

Women on “Premarin” receive 
treatment that covers every aspect 
of the menopatse, including prompt 
relief of physical distress. 

Is it any wonder physicians say 
the woman suffering in the meno- 


pause deserves “Premarin”? Many 
a family would agree. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltestos- 
terone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada “ 
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New 4 mg. Polaramine Repetabs give 

your patient daylong or nightiong pro- OL AR A M I N E 
tection against seasonal and nonsea- 
sonal allergens with a single Repetab. 

Polaramine, a close approach to a REPETABS 
perfect antihistamine, offers unsur- 
passed therapeutic effectiveness and 


unexcelled safety...at lower dosage and maintenance in 
-»-with few, if any, adverse reactions. allergic reactions y 


4 mg. Polaramine Repetabs in bottles of 100 and 1000, 
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symbol of the one-dose 
for day-to-day relief convenience you want for your patient 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY POLARAMINE® Maleate, brand of dextro-chiorpheniramine maleate. REPETABS,® Repeat Action Tablets. EN1489-9 
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Husbands, too, like “Premarin®’ 


HE physician who puts a woman 
Ete “Premarin” when she is suf- 
fering in the menopause usually 
makes her pleasant to live with once 
again. It is no easy thing for a man 
to take the stings and barbs of 
business life, then to come home 
to the turmoil of a woman “going 
through the change of life.” If she 


is not on “Premarin,” that is. 

But have her begin estrogen re- 
placement therapy with “Premarin” 
and it makes all the difference in 
the world. She experiences relief 
of physical distress and also that 
very real thing called a “sense of 
well-being” returns. She is a happy 
woman again — something for which 


husbands are grateful. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltesto- 
sterone. 

Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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THE OUTLOOK IS CALM 


FOR THE HYPERTENSIVE 


Butiserpine’ 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 
significant side effects. 

—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.) to induce calmness without 
drowsiness. 


Butiserpine Tablets + Elixir + Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 
M it Lab ies, Inc. 


Philadeiphia 32, Pa. 
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with a single > of this 
new, potent, oral diuretic 


REFERENCES: 


a & 


Dube, A. C., Van Duyn County Hospital, 
Onondaga, N. Y.: Personal communica- 
tion. 


. Ford, R. V., Nickell, J., and Dennis, E. 


W.: Ant. Med. & Clin. Ther. 6:461, 1959. 


. Fuchs, M., Hahnemann Medical College, 


Philadelphia: Personal communication. 


. Hudson, R., Meyer Memorial Hospital, 


Buffalo, N. Y.: Personal communication. 


. Meilman, E., Long Island Jewish Hos- 


pital, New Hyde Park, N. Y.: Personal 
communication. 


. Yu, Paul, University of Rochester Medi- 


cal School, Rochester, N. Y.: Personal 
communication. 


hydroflumethiazide ‘Bristol’ 


TABLETS 


Clinical research findings 


Effective dose 50 mg. per day.'® 
Prompt sodium excretion, with “‘a duration of at least 18 hours.’’? 
More natriuresis than parenteral meralluride—more than oral chlorothiazide.? 
Less potassium excretion or pH change than with chlorothiazide 
or hydrochlorothiazide.? 
Less bicarbonate excretion or pH change than with acetazolamide. 
““[Few] significant serum electrolyte changes.’’? 
Continued effectiveness with prolonged use.':?:45-& 
Well tolerated.'-* 


INDICATIONS: 

SALURON is indicated for the treatment of salt and water retention associated 
with cardiac or renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual 
syndrome, or steroid administration. 


DOSAGE: 

Usual dose one tablet on arising. Some patients respond to as little as 25 mg. 
per day; but doses as high as 200 mg. may be used. Ideally, the dosage should 
be adjusted to the individual patient’s need, so that effective diuresis is pro- 
duced with the minimal dose. 


SUPPLY: 
Scored 50 mg. tablets of hydroflumethiazide; bottles of 50. 


Comprehensive information on administration, dosage and precautions on pack- 
age insert, or available on request. 


LABORATORIES NEW YORK 


INC., SYRACUSE, 
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IN CONSTIPATION 


aD. 
REDUCE THE NEED 


FOR ENEMAS AT 
HOME OR 


“The effectiveness of the senna preparation [‘Senokot’] in reducing 


the need for enemas...is clearly apparent...” 
Kasdon, S. C., Morentin, B. O.: J. Internat. Coll. Surgeons 31:455 ( Apr.) 1959. 


... time and time again, gentle, natural acting ‘Senokot’ is cited in clinical 
reports as atherapy of choice in patients with acute or chronic constipation. 


‘Senokot’ acts uniquely, through neuro-stimulation of Auerbach’s plexus 
in the colon, duplicating the process of normal defecation. 


When therapy with ‘Senokot’ is substituted for enemas the result is natural, 
physiologic correction of constipation, and increased patient comfort, as 
well as significant saving of time for your hospital’s nursing staff. 


THE EFFECTIVENESS OF DOUBLY STANDARDIZED SENNA CONCENTRATE CONTINUES TO 
BE DOCUMENTED BY CLINICAL AND LABORATORY INVESTIGATIONS WHICH CONSTITUTE 
ONE OF THE FASTEST GROWING BIBLIOGRAPHIES*ON CONSTIPATION CORRECTION. 


*Available upon request to the Medical Director 


Small and easy 
to swallow, 
in bottles of 100. 


TABLETS 


sigh 


Cocoa-flavored, 

in 8 and 4 ounce é. 
canisters. ‘ 


GRANULES 


Brand of Standardized concentrate of total active principles of senna pods, Purdue Frederick 


ne Fedorick Fi DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
or NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


© Copyright 1959, The Purdue Frederick Company 
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‘ounteract Depression with: 


® ‘Deaner’ may be prescribed with little or no 
concern over side effects even in the presence 
of liver disease, diabetes, cardiovascular 
disease, and a long list of other chronic 
conditions, except grand mal epilepsy (only 
contraindication). 


@ ‘Deaner’ is not a monoamine oxidase inhibitor; 
hence it is not necessary to monitor its 
administration with repeated, expensive 
laboratory tests. 


e This notable freedom from side effects endows 
Deaner’s long-term administration with 
easier patient supervision, better patient 
cooperation, and greater safety. 


® Dosage is simple—initially, 50 mg. (2 tablets) 
daily in the morning. Gradually, apathy 
and defeat are transformed into affability and 
renewed interest and vigor. 


Write for details and the applicability of 
‘Deaner’ in behavior problems of children’ 
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Vol. 171, No. 3 


Congress Acts on Major Bills . . 
Radioactivity Less, AEC Reports . . 
Medicare Expansion . 

Cases of Poliomyelitis . . 

Survey of Handicapped . . 
Government Food Book . . 


CONGRESS WRAPS UP LEGISLATION 


Two major measures of interest to the medical 
profession were among those involved in the rush 
of legislation as Congress headed toward adjourn- 
ment. 

Still in Congress were the catch-all housing bill 
and the health insurance program for federal work- 
ers, but odds appeared promising for congressional 
passage of both. 

The much-traveled housing bill, twice vetoed by 
President Eisenhower, began another legislative 
journey as the Senate approved a second compro- 
mise measure. Apparently the bill would not en- 
counter another veto. In an unusual prediction 
Chairman A. Willis Robertson (D., Va.) of the Sen- 
ate Banking Committee told the Senate, “We have 
positive assurance” from the White House that the 
measure will be signed. 

This bill, like its predecessors, contained a pro- 
vision endorsed by the American Medical Associa- 
tion to encourage construction of proprietary nurs- 
ing homes. Under this plan, the Federal Housing 
Administration would guarantee up to 75% of the 
cost of proprietary nursing homes, provided certain 
conditions were met. This provision was not one of 
those objected to by President Eisenhower in his 
vetoes of the other housing bills. 

One of the major concessions made by the sena- 
tors was elimination of a 50-million-dollar program 
of loans for college classroom construction. How- 
ever, the new legislation retained a 50-million- 
dollar plan for direct loans for elderly persons’ 
housing, specifically singled out for presidential 
criticism, as well as FHA-mortgage insurance for 
such housing. 

The compromise also increases from 25 to 50 
million dollars the direct loan program for interns’ 
and nurses’ housing under the college housing pro- 


am. 

Widespread backing for the House-approved pro- 
gram of voluntary, contributory health insurance 
for the government's civilian workers assured its 


congressional passage this session barring an un- 
expected development. Sen. Olin D. Johnston (D., 
S. C.), chairman of the Senate Post Office and Civil 
Service Committee, was prepared to offer two 
relatively minor amendments to the measure in the 


Senate. The House was expected to go along. The 
House bill trimmed the cost to the government and 
made other changes in the original Senate version, 
in order to meet some of the administration’s objec- 
tions. As approved by the House, the program 
would cost the U. S. about 107 million dollars an- 
nually, with the government putting up about half 
the cost. 

Sen. Richard M. Neuberger (D., Ore.) held a 
single hearing before his civil service subcommittee 
on his program for already retired workers, who 
were not included in the House or Senate bills. 
Representatives of employee unions endorsed the 
= but administration officials opposed it, largely 

ecause of the estimated cost to the government— 
around 20 million dollars. The American Medical 
Association has backed the principle of a program 
for already retired federal employes. 

Due to the time factor, fate of the Neuberger 
measure was uncertain, although the bill was co- 
gaa by 24 senators and some 70 House mem- 

ers. 

The decision had been made earlier to hold up 
in the Senate Finance Committee the Keogh-Simp- 
son bill on self-employed persons’ pension invest- 
ments. However, the group was expected to act 
early next session on the House-passed legislation. 
The measure, sponsored by Rep. Eugene i Keogh 
(D., N. Y.), Rep. Richard M. Simpson (R., Pa.), 
Sen. George Smathers (D., Fla.), and Sen. Thruston 
B. Morton (R., Ky.), was delayed in the Senate 
mainly because of budgetary considerations. It 
would provide the self-employed such as lawyers 
and physicians tax treatment similar to that now 
forded salaried persons who invest in pension 
plans. 


RADIOACTIVE FALL-OUT DECLINES 


The Atomic Energy Commission reported that 
the amount of radioactive fall-out from nuclear 
tests is diminishing. The decline should result in a 
decrease in the levels of radioactive strontium 
(Sr*°) in milk, according to the AEC’s quarterly 
report. 

After a steady rise in the radioactivity in the air 
since the United States and Russia conducted ex- 
tensive nuclear tests in September, 1958, samplings 
for the months of May and June showed a decline, 
the AEC said. The rate of fall-out has passed 
“through its maximum and is on the decline,” the 
agency reported. 

The fall-out problem led to formation recently 
of a special cabinet committee headed by Arthur S. 
Flemming, Secretary of Health, Education, and 
Welfare, to collect data and advise the public of 
possible dangers. President Eisenhower transferred 

(Continued on next page) 
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‘CARDILATE’ 


sublingual 
tablets for 
angina pectoris 


“Nitroglycerin and erythro! tetranitrate when admin- 
istered sublingually are among the most effective of all 
prophylactic agents available for the treatment of 
patients with angina pectoris. The comparatively 
prolonged duration of action of erythro] tetranitrate 
makes it especially valuable for clinical use.” 


Riseman, J. E. F., et al.: Circulation 17:22, 1958 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y. 
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chief responsibility in the field from the AEC to 
the HEW Department. The Public Health Service 
for more than a year has been testing milk across 
the country and reporting on the levels of stron- 
tium-90 found. To date, no milk samples have 
approached the maximum permissible level. 
Strontium-90 in sufficient quantities can cause 
bone cancer and leukemia. This product and cesium- 
137, which can produce genetic damage, are con- 
sidered the most dangerous products of fall-out. 
Since last autumn, the U. S. and Russia have sus- 
pended nuclear tests. President Eisenhower re- 
cently extended the U. S. suspension for another 
year, expressing the hope that the two nations could 
reach a firm permanent agreement on test bans. 
The AEC also said in its report that laboratory 
tests indicate that up to 94% of strontium-90 can 
be removed from skim milk by a method similar to 
that for treating “hard water” with water softeners 
to eliminate certain chemicals. This procedure, the 
AEC said, “would be vitally important if gross con- 
tamination were to occur, for instance, from nuclear 
accidents or in the event of nuclear warfare.” 


MEDICARE RESTRICTIONS MAY 
BE LIFTED 


The Defense Department reported that it is seri- 
ously considering lifting some of the restrictions 
imposed on the Medicare program last October as 
a result of appropriations slashes in Congress last 
year. Congress this year appropriated the full 
$88,800,000 requested for the program under which 
dependents of military personnel may be treated 
in civilian hospitals under certain conditions. 

In disclosing that Medicare changes are under 
study, the Defense Department said that in any 
event a permit system for dependents, inaugurated 
last October, will continue to be a part of the pro- 
gram. Under this procedure, dependents living with 
sponsors must use military medical facilities unless 
the dependents’ cards certify that these facilities 
are unavailable. 

“Experience has proved this system to be a satis- 
factory measure in the promotion of optimum utili- 
zation of uniformed services medical facilities, an 
objective often expressed by members of the Con- 
gress in hearings and discussions on this program,” 
said Col. Norman E. Peatfield, professional director 
of the Office for Dependents’ Medical Care, in a 
letter to Medicare contractors. 

The official cautioned that, despite some pub- 
lished reports, no final or definitive action has yet 
been taken on the changes being considered. How- 
ever, he said “this possible restoration of care has 
been the topic of serious study and consideration 
for some time.” As discussed and considered, this 
reestablishment would approximate, with certain 
refinements, the same services authorized under the 
program prior to Oct. 1, 1958. 

“We feel it appropriate to advise that any such 
reinstatement of care properly should, and must, 
coincide with the desires and intention of Con- 
gress, and agreeably comply with the budgetary 
considerations that inherently affect the scope and 
operation of the Medicare program,” said Colonel 
Peatfield. 

At this time, he added, “It is, therefore, necessary 
for us to currently refer to this subject primarily as 
a probability, the materialization of which is de- 
pendent upon many factors.” 
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INCIDENCE OF POLIOMYELITIS 


The Public Health Service reported 319 cases of 
paralytic poliomyelitis in the U. S. during the week 
ending Aug. 29, the highest weekly total in four 
years. The incidence for the previous week this 
year was 284. 

Through Aug. 29 of this year 2,450 paralytic 
cases were reported, compared with 1,054 for the 
same span in 1958. In 1955, before Salk vaccine was 
widely available, the total was 4,982 during the 
same period. 

The 319 cases reported for the last week of 
August were widely scattered and not a result of 
an epidemic in any particular area, according to 
PHS. 


ONE IN TEN HANDICAPPED 


Chronic health conditions limit the activity of an 
estimated 17 million persons in the United States, 
about 10% of the population, the Public Health 
Service reported. 

Without breaking the conditions down, PHS said 
these persons are limited in their ability to work, 
keep house, or pursue outside activities. About 3% 
of the population, or about 4,800,000 persons of 
this group, have trouble moving about or cannot 
move about without help, according to the PHS 
report. About 1 million are completely confined to 
their homes. 

The PHS report, based on nationwide house- 
hold interviews conducted by the PHS National 
Health Survey, did not include the military or per- 
sons in mental or other institutions for long-term 
care. 

Limitations on activity were reported most fre- 
quently among low-income groups and older per- 
sons. For families with incomes of less than $2,000 
a year, one in every 5 persons had some chronic 
condition; for those with incomes of $7,000 or more, 
only about one in every 15 persons was afflicted. 

Approximately one in every 70 children under 
15 years of age had some activity handicap, while 
about half of persons aged 75 and older were so 
listed. 

The 40-page report is entitled “Limitation of 
Activity and Mobility due to Chronic Conditions, 
United States, July 1957-June 1958,” Public Health 
Service Publication No. 584 B 11. Copies may be 
obtained from the Superintendent of Documents, 
Government Printing Office, Washington 25, D. C., 
for 30 cents. 


GOVERNMENT PUBLISHES FOOD FACTS 


A comprehensive volume on all aspects of food 
has been prepared by the Department of Agricul- 
ture for its best-selling annual yearbook. The 736- 
page book, entitled FOOD, deals with weight con- 
trol, food energy, vitamins, proteins, amino acids, 
calories, minerals, quality in foods, costs, fads, 
habits, and nutrition programs. The basic theme 
of the volume is that the basic foods should be 
eaten every day for good health. One chapter each 
is on the nutritional needs of expectant and nursing 
mothers, infants, teen-agers, young adults, and 
those aged over 25. Past yearbooks, on such sub- 
jects as land, soil, water, and marketing, have be- 
come best-sellers and received numerous awards. 
Copies of FOOD can be purchased at $2.25 each 
from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D. C. 


sublingual 
tablets for 
angina pectoris 


| Sublingual administration obviates inactivation of ni- 


‘trites in gastrointestinal tract. 


| 


Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
Tuckahoe, N. Y. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 
1962 Annual Meeting, Chicago, June. 


AMERICAN 
1959 
September 


AMERICAN AssociATION oF Mepicat Sheraton-Blackstone Hotel, 
Chicago, Sept, 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

Amentcan Coiiece or GasTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

Amenican or Surnceons, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

AmenicAN RoentGEN Ray Socrery, The Netherland Hilton Hotel, Cin- 
cinnati, Sept, 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

CenTRAL AssociaTioN or AND GyNecoLocists, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S$. Michigan 
Ave., Chicago 3, Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chattanooga, 
Sept. 28-29. Dr. William G. Stephenson, Medical Arts Bldg., Chatta- 
nooga, Tenn., Regent. 

Kentucky State Mepicar AssociaTion, Columbia Auditorium, Louisville, 
Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louisville 17, 
Ky., Executive Secretary. 

MicniGan Strate Mepicar Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-Continent Psycuiatrnic Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

Mississippt VALLEY Mepicat Society, Hotel Chase, St. Louis, Sept. 29- 
Oct. 1. Dr. Harold Swanberg, 209-224 W.C. U. Bldg., Quincy, IIL, 
Secretary. 

Montrana MepicaL Association, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NaTIioNAL Recreation Concress, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

Omo Soctery or ANEsTHESIOLOGISTS, Dayton Biltmore Hotel, Dayton, 
Sept. 18-19. Dr. Nicholas G. DePiero, 9710 Garfield Blvd., Garfield Hts. 
25, Ohio, Secretary. 

Onecon State Mepicar Socrety, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S$. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

Tennessee VALLEY Mepicar Assemacty, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman, 

Western Nevunosuncicat Society, La Valencia Hotel, La Jolla, Calif., 
Sept. 27-30. Dr. Ernest W. Mack, 505 S. Arlington Ave., Reno, Nev., 
Secretary. 


October 


AcADEMY oF PsycnosoMatic Mepicine, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

Amenican AcApeMy or Pepiatnics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, HL, 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL AssisTANTs, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnav, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MepicaAL Recorp Lisranians, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AmenicaAn or Carpiococy, Benjamin Franklin Hotel, Philadel- 
phia, Oct. 23-25. Dr. Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 

AmenicaAN or Curst Pruysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AmenicAN or Preventive Mepicine, Hotel Ambassador, At- 
lantic City, N.J., Oct. 21-22. Dr. John J. Wright, P.O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AmenicAN Association, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. MeGlone, 44 E. 23rd St., New York 
10, Secretary. 
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AMERICAN MepicAL Warrens’ Association, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill, Secretary. 

AMERICAN OTORHINOLOGIC Society FoR PLAstTic SuRGERY, INC., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN Psycuiatric Association, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AmenicAN Pusiic Association, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHoot HEALTH Association, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SocrETY OF ANESTHESIOLOGISTS, LNc., Americana Hotel, Bal 
Harbour, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Society oF SurGery, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E, 83rd St., New York 28, Secretary. 

AMERICAN Society OF PLAsTIC AND RECONSIRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN Society Or TROPICAL MEDICINE AND HyGrEeNE, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

AntzONA ACADEMY OF GENERAL Pracrice, Hotel Valley Ho, Scottsdale, 
Oct. 15-17. Dr. Arthur V. Dudley Jr., 1524 N. Norton, Tucson, Ariz., 
Convention Chairman. 

AssOciATION OF CLINICAL SCrENTISTS, Sheraton-Park Hotel, Washington, 
D.C., Oct. 10. Dr. Robert P. MacFate, 323 Northwood Rd., Riverside, 
Ill., Secretary-Treasurer. 

ASSOCIATION OF LirE INSURANCE MerpicAL Dinecrors or AMERICA, Hotel 
Statler Hilton, New York City, Oct. 21-23. Dr, Royal S. Schaaf, Pruden- 
tial Insurance Co., P.O. Box 594, Newark 1, N.J., Secretary. 

ASSOCIATION OF MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7, Miss Rose M. 
Reynolds, University of Nebraska College ot Medicine, 42nd Dewey Ave., 
Omaha 5, Corresponding Secretary. 

CENTRAL NEUROPSYCHIATRIC AssociaTION, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

CuinicaAL Society, Memphis, Oct. Dr. Charles H. Frantz, 
1810 Wealthy St., S.E., Grand Rapids 6, Mich., Secretary-Treasurer. 

CONGRESS OF NEUROLOGICAL SURGEONS, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

De._aware, Mepicar Society or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

INDIANA STATE MEDICAL AssociATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

NATIONAL REHABILITATION AssociATION, Statler-Hilton Hotel, Boston, 
Oct, 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con- 
ference Chairman. 

NATIONAL SAFETY CONGRESS AND Exposition, Chicago, Oct. 19-23. For 
information write: National Safety Council 425 N. Michigan, Chicago 11. 

New Hamepsurre Mepicar Socrery, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S$. Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

Pacieic Coast & GYNECOLOGICAL SocieTy, St. Francis Hotel, 
San Francisco, Oct. 21-24, Dr. Donald W. de Carle, 2000 Van Ness 
Ave., San Francisco, Chairman. 

Paciric Nortawest Society or Parnovocists (Fall Meeting), Gearhart, 
Ore., Oct. 15-17. Dr. Nelson R. Niles, U. of Oregon Med. School, 
Portland 1, Ore., Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

SouTHerN Psycuratric Association, Sheraton-Dallas Hotel, Dallas, Texas, 
Oct. 4-6. Dr. Richard C. Proctor, Dept. of Psychiatry, Bowman Gray 
School of Medicine, Winston-Salem, N.C. Secretary-Treasurer. 

Tri-State Mepicat AssemMBiy, Confederate Memorial Medica] Center, 
Shreveport, La., Oct. 2-3. Dr. J. W. Wilson Jr., 940 Margaret Place, 
Shreveport, La., Secretary-Treasurer. 

VeRMONT STATE MEDICAL Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

Vincinia, Mepican or, Equinox House, Roanoke, Oct. 4-5. Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

Western InpustRiaL Mepicat Association, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

Wesrexrn Orntuopepic Association, Brown Palace Hotel, Denver, Oct. 

18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif., Executive 

Secretary. 

November 


ACADEMY OF MEDICINE OF CLEVELAND SEMINAR ON RECENT ADVANCES IN 
DiaGNosiIs AND THERAPY OF MALIGNANT DisEase, Cleveland, Nov. 18- 
19. Dr. H. S. Van Ordstrand, 2009 Adelbert Rd., Cleveland 6, Chairman. 

AMERICAN ACADEMY FOR CEREBRAL Pansy, Statler Hilton Hotel, Los 
Angeles, Nov. 30-Dec. 2. Dr. Glidden L. Brooks, Brown University, 
Providence 12, R. 1., Secretary. 

AMERICAN AssocIATION or BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr, John B, Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMEHICAN CLINICAL AND CLIMATOLOGICAL Associ1ATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bidg., Nashville, Tenn., Secretary. 

or Cuest Puysicians, Dallas, Texas, Nov. 29-30. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 
Secretary. 


(Continued on page 32) 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 
EMOTIONAL 
STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. ‘““The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 
as the somatic disease.” 


(Friedlander, H. S.: The role of ataraxics in cardiology. 
Am. J. Cardiol. 1:395, March 1958.) 


Miltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILTRATE* (Miltown 200 mg. + PETN 10 mg.). 


MARK 


TRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 

(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 


Miltown causes no adverse effects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 


WALLACE LABORATORIES, New Brunswick, N.]. 
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for 
hay fever 
sufferers 


Novahistine works better 
than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 

one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Allied Lab 


Novahistine 


* Trademark 


AMERICAN FRACTURE AssociATION, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bl ingt Ii., 
Executive Secretary. 

AMERICAN MepicaL Women’s Association, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN MeEpICAL CoLLeces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIl., 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D.C., Executive Secretary. 

Centra Society ror Researcu, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S$. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLocy, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or CotumsiA, MepIcAL Society or, Statler-Hilton Hotel, Wash- 
ington, D.C., Nov. Mr. Theodore Wiprud, 1718 M_ Street, N. W., 
Washington 6, D.C. 

GASTROENTEROLOGY ReseAncu Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GERONTOLOGICAL Socrety, INc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

Inuinors ACADEMY Or GenerAL Practice, Morrison Hotel, Chicago, 
Nov. 9-12. Dr. H. Marchmont-Robinson, 14 E. Jackson Blvd., Chicago 
4, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mip-ATLANTIC MEETING OF THE 
U.S. Section, Homestead Hotel, Hot Springs, Va., Nov. 16-18. For in- 
formation, write Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va. 

INTERNATIONAL COLLEGE OF SURGEONS, SECOND WESTERN REGIONAL 
MEETING, Stardust Hotel, Las Vegas, Nev., Nov. 22-24. Dr. F. M. 
Turnbull Jr., 1930 Wilshire Blvd., Los Angeles 57, Secretary-Treasurer. 

IntTER-Socirety CytoLtocy Councit, Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

MicuiGaAN ACADEMY Or GENERAL Practice, 131TH ANNUAL FALL Post- 
GRADUATE C.Linic, Sheraton-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 
F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 

NatiONAL Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

NATIONAL Society vor CripeLep CuiLpREN AND Apu L'rs, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 

Omana Mip-West Curnicat Society, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico MepicaL Association, Santurce, Nov, 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 

RApIoLocicaL Society or AmMeEnica, INc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald $. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary-Treasurer. 

San Dreco ACADEMY or GENERAL Practice, Hotel Riviera, Las Vegas, 
Nev., Nov. 12-14. For information write: Dr. Harold Peterson, 5950 
El Cajon Blvd., San Diego 15, Calif. 

Sociery FOR THE SCIENTIFIC STUDY Or Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SourHEeRN MEbICAL AssociaTion, Atlanta, Nov. 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

SOUTHWESTERN MEDICAL ASSOCIATION, Roswell, N.M., Nov. 5-7. Dr. 
Russell L. Deter, 1501 Arizona St., E] Paso, Texas, Secretary. 

WESTERN SuRGICAL AssociATION, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 


December 


AMERICAN ACADEMY OF DERMATOLOGY AND SypHILOLOGY, Palmer House, 
Chicago, Dec. 5-10. Dr. Robert R. Kierland, First National Bank Bldg., 
Rochester, Minn., Secretary-Treasurer. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Disease, INC., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Masselink, 
700 W. 168th St., New York 32, Secretary-Treasurer. 

ANNUAL GRADUATE MEDICAL EpuCATION CONFERENCE-RESIDENCY 
Traintnc Procram, Univ. of Pennsylvania, Philadelphia, Dec. 3-4. 
Dr. Alfred S, Frobese, Graduate School of Medicine, U. of Pennsylvania, 
Philadelphia 3, Chairman. 

MeEpIcAL SocreTy OF THE UniTep States & Mexico, Valley Ho Hotel, 
Scottsdale, Ariz., Dec. 2-4 (followed by two-day session Desert Inn, 
Las Vegas, Nev.). Dr. A. H. Tallakson, 2025 N. Central Ave., Phoenix, 
Ariz., Convention Co-Chairman. 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 

New York State Society or ANESTHESIOLOGISTS, INC., Postgraduate 
Assembly in Anesthesiology, Hotel New Yorker, New York City, Dec. 
9-12. Dr. Edwin J. DePolo, 131 W. 11th St., New York 11, Secretary. 


1960 
January 
AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 


by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 


(Continued on page 34) 
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When anginal episodes persist in spite of E.C.G. 
evidence of “good recovery’ from myocardial 
infarction, METAMINE SUSTAINED provides unsur- 
passed protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other drugs of this type,? reducing the number and 
severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: ‘1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), a 
long-acting coronary vasodilator relatively free of 


1. Eisfelder, H.W.: Case history 4/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


The picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d.’ 


nitrate side effects (nausea, headache, hypotension) .? 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 


Supplied : bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE(2mg.) ; METAMINE(2mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes. Leeming New York 17. 


: 
i 
all night 


34 MEETINGS 


Amenican AcapemMy or Sunceons, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

AMERICAN CoLLeGce or Su the Brown Hotel, 
Louisville, Ky., Jan. 21-23. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

NonTHWEST Society ror Reseancn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 

WesTeERN ASSOCIATION OF Puysic1aNs, Carmel, Calif., Jan. 27-29. Dr. 
Wade Volwiler, Dept. of Med., U. of Washington, Seattle 5, Secretary. 

Western Socrety ror Reseancn, Carmel-by-the-Sea, Calif., 
Jan. 28-30. Dr. William N. Valentine, U. of California Medical Center, 
Dept. of Medicine, Los Angeles 24, Secretary. 


February 


Mecti 


AmenicaN ACApemMy or Occupational Mepicine, Williamsburg Inn, 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D.C., Secretary. 

American CoLLece or ALLErctists, Inc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

AmeERICAN CoLLece or Rapro.ocy, Roosevelt Hotel, New Orleans, Feb. 

-6, Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

Amenican CoLLece or Sunceons, Sectional Meeting for Surgeons and 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information write: 
Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 

Amenican Association, Inc., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

CALIFORNIA Mepicat Association, Ambassador Hotel, Los Angeles, Feb. 
21-24, Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

CenTRAL Surcicat Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

Concress ON MepicaL Epucation Licensure, Palmer House, Chi- 
cago, Feb, 7-9. For information write: Council on Medical Education 
and Hospitals, American Medical Association, 535 N. Dearborn St., 
Chicago 10. 

NATIONAL ASSOCIATION OF METHODIST HosprraLs AND Homes, Deshler 
Hilton Hotel, Columbus, Ohio, Feb. 16-18. Mr. Olin E. Oeschger, 740 
Rush St., Chicago 11, General Secretary. 

Society or Univernstry Minneapolis, Feb, 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 

SyMPpostuM ON FUNDAMENTAL CANCER Researcu (14th), University of 
Texas, Houston, Feb, 25-27. For information write: University of Texas 
M. D: Anderson Hospital & Tumor Institute, Houston 25, Texas. 


March 


AMERICAN BroncHo-EsopHAGOLOGICAL AssociaTION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN ACADEMY oF Forensic Scrences, Drake Hotel, Chicago, 
Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary- 
Treasurer. 

Amenican AcapemMy or Generar Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN ASSOCIATION FOR THE HistoRY OF MeEpicrINE, INc., Charleston, 
S.C., Mar. 24-26, John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D.C., Secretary. 

AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting, The Broadmoor, 
Colorado Springs, Colo., Mar, 21-23, For information write: Dr. H. P. 
Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN COLLEGE OF SuRGEONS, Sectional Meeting, Sheraton-Portland 
Hotel, Portland, Ore., Mar. 28-30, For information write: Dr. H. P. 
Saunders, 40 E, Erie St., Chicago 11. 

AMERICAN Gastroscopic Society, Roosevelt Hotel, New Orleans, Mar. 30. 
Dr. Arthur M. Olsen, Mayo Clinic, Rochester, Minn., Secretary-Treasurer. 

AMERICAN LARYNGOLOGICAL AssociaTION, Deauville Hotel, Miami Beach, 
Fla., Mar, 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLoGicaAL Society, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

American OrovocicaL Society, Deauville Hotel, Miami Beach, Fla., 
Mar, 13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AMERICAN Society ror PLAstic SurGERY, INc., Deauville 
Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Joseph G. Gilbert, 75 Barberry 
Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosoMatic Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

AMERICAN Rapium Society, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar. 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Missournt State Mepicat Association, Sheraton-Jefferson Hotel, St. 
Louis, Mar. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis 3, 
Executive Secretary. 

Nationa Hearn Councit, Natrionat Heattnu Forum, Miami, Fla., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL Scierosis Socrery, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

Nevurnosuncicat Socrery or AMenica, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 


J.A.M.A., Sept. 19, 1959 


SouTHEASTERN SunGiCcAL ConGress, Roosevelt Hotel, New Orleans, Mar. 
21-24, Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SouTHWESTERN SuncicaL ConcGnress, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O’Leary, 1213 Medical Arts Bldg., Oklahoma City, 
Okla., Executive Secretary. 


April 


ALABAMA, MEDICAL AssOCIATION OF THE STATE oF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., 
Montgomery 4, Executive Secretary. 

American ACAvEMY or Neuro.ocy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN AssocIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16, Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN AssocIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30. Dr. Russell L. Holman, Dept. 
of Pathology, L. S$. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN AssociATION OF RAtLWAy SunGcEONS, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GyNECOLOGIsTS, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

AMERICAN COLLEGE OF PuysiciANs, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN COLLEGE or SuRGEONS, Sectional Meeting, Hotel Leamington, 
Minneapolis, Apr. 11-13. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

AMERICAN COLLEGE OF SunGeEons, Sectional Meeting, Kahler Hotel, 
Rochester, Minn., Apr. 14. For information write: Dr. H. P, Saunders, 
40 E. Erie St., Chicago 11. 

AMERICAN DERMATOLOGICAL AssocIATION, INC., Boca Raton Hotel, Boca 
Raton, Fla., Apr. 8-12. Dr. Wiley M. Sams, 308 Ingraham Bldg., Miami 
32, Fla., Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Wade Volwiler, Dept. of Med., Univ. of Wash- 
ington, Seattle, Secretary. 

AMERICAN PuysioLocicaL Society, Chicago, Apr. 11-15. Ray G. Daggs, 
D.Sc., 9650 Wisconsin Ave., Washington 14, D. C., Executive Secretary. 

AMERICAN ProctToLocic Society, Shamrock Hilton Hotel, Houston, Texas, 
Apr. 25-27. Dr. Norman D. Nigro, 10 Peterboro, Detroit 1, Secretary. 

AMERICAN Pustic HEALTH AssocIATION, Southern Branch, Memphis, 
Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society or BroLocicAL Cuemists, INc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept. of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

AMERICAN Society or INTERNAL Mepicine, Mark Hopkins Hotel, San 
Francisco, Apr. 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco 
8, Executive Director. 

AMERICAN SocreETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Inc., Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN SOCIETY FOR THE StuDY oF SreRtiLity, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3. Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 

AMERICAN SuRGICAL Association, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

ARKANSAS MeEpIcAL Society, Pine Bluff, Apr. 18-20. Mr. Paul C, Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary. 

Fronma MeEpicat Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Harvey Cusuinc Society, Fairmont Hotel, San Francisco, Apr. 13-17. 
Dr. Edmond J. Morrisey, 450 Sutter St., San Francisco, Chairman. 
Mepicay Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 

Beretania, Honolulu 13, Executive Secretary. 

INpUSTRIAL MepicaL Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

Iowa State Mepicau Society, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MEDICAL AND CHirnuRGICAL FACULTY OF THE STATE oF, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

NEBRASKA STATE MeEpicAt Association, Hotel Cornhusker, Lincoln, 
April 25-28. Mr. M. C. Smith, 1315 Sharp Building, Lincoln 8, Neb., 
Executive Secretary. 

Nortn Dakota State Mepicat Association, Dacotah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

TENNESSEE STATE MEDICAL AssocIATION, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 

May 


Aerospace Mepicat Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 


(Continued on page 36) 
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QUESTION: 
Why is BepHan unsurpassed for gastric 
hyperacidity and hypermotility? 


ANSWERS: 
By leading clinicians, quoted from their 
published reports. 


“This study has dem- 
onstrated the value of 
anew long-acting ant- 
acid-anticholinergic 
combination, BepHan 
Spacetabs, in the 
treatment of a wide 
variety of gastroin- 
testinal disorders. This is apparently 
related to two important actions: 
1. prolonged inhibition of gastric mo- 
tility which delays gastric emptying 
and increases the period of reaction 
between the antacids and stomach 
acid, and 2....a more sustained and 
efficient neutralization of stomach 
acidity.” (Weiss, S., et al.: Am. J. 
Gastroenterol. 30:316, Sept. 1958.) 


“[BepHan. 

Spacetabs].... 
permits a longer 
antacid and an- 
tispasmodic ef- 
fect with less 
frequent intake of the substance.” 
(Steigmann, F.: World Congress of 
Gastroenterology, Washington, D.C. 
May 25-31, 1958, Scientific Exhibit.) 


“The prolonged relief 
Amencays journal of burning, bloating, 
heartburnandcramps 
afforded by BepHan 
Spacetabs attests to 
the effectiveness of 
this preparation.... 
Marked symptomatic 
relief, good toleration, ease of admin- 
istration and excellent patient accept- 
ance were demonstrated in this clinical 
evaluation of BepHan Spacetabs.” 
(Hock, C. W.: Am. J. Gastroenterol. 
80:618, Dec. 1958.) 


f 
- 


fast and sustained 
antispasmodic-antacid action 


BEpHAN 


Spacetabs* 


BEpHAN SPACETABS 


Bellafoline 0.5 mg., aluminum hydroxide-glycine 
450 mg., magnesium oxide 60 mg. 


Average Dosage: 1 in the morning, and 1 in 
the evening. Patient should be directed to chew 
the tablet well and swallow with water 

or milk. If necessary, dosage may be 

increased to 3 daily. Tablets are scored 

for convenient dosage adjustment. 


SANDOZ 
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AMERICAN AssocraTiION vor CLEFT PaLate REHABILITATION, Brown 
Palace Hotel, Denver, May 12-14. D. C. Spricstersbach, Ph.D., Uni- 
versity Hospitals, Iowa City, lowa, Secretary-Treasurer. 

AmeRICAN AssociaTiION or SuRnGEoNs, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericrency, Lord Baltimore Hotel, 
Baltimore, May 16-21. Mr. Neil A. Dayton, P.O. Box 51, Mansfield 
Depot, Conn., Executive Secretary-Treasurer. 

AMERICAN AssOCIATION OF Pxastic SuRGEONS, Milwaukee, May. Dr. 
Thomas D. Cronin, 6615 Travis St., Houston 25, Texas, Secretary. 
AMERICAN AssOcIATION FoR THORACIC SURGERY, Deauville Hotel, Miami 
Beach, Fla., May 11-13. Dr. Hiram T. Langston, 7730 Carondelet Ave., 

St. Louis 5, Secretary. 

Amenican or Carpro.ocy, Indianapolis, May. Dr. Philip 
Reichert, 2709 Empire State Bldg., New York 1, Executive Director. 

AMERICAN ror Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 

American Gyneco.ocicat Socrery, Williamsburg Inn, Williamsburg, Va., 
May 30-June 1. Dr. Andrew A. Marchetti, Georgetown Univ. Hosp., 
Washington 7, D.C., Secretary. 

AmenicaN Socrery, The Broadmoor, Colorado 
Springs, Colo., May 16-18, Dr. Maynard C. Wheeier, 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN OntrHopagpic Association, The Homestead, Hot Springs, Va., 
May 30-June 2, Dr. Lee Ramsay Straub, 535 E. 70 St., New York 21, 
Secretary. 

Amenican Peptatraic Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D.C., Secretary-Treasurer. 

AMERICAN Association, Inc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

Amernican Soctery ror Investication, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN Society OF MAXILLOFACIAL SunGEONS, Ambassador Hotel, 
Los Angeles, May 15-18, Dr. Edward C, Hinds, 1508 Medical Towers, 
Houston 25, Texas, Secretary. 

AmenicaN Trupeau Society, Statler and Biltmore Hotels, Los Angeles, 
May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 
Executive Secretary. 

Amenican Association, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Purysic1ans, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Mepicat Association oF, Columbus, May 1-4. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Ga., Executive Secretary. 

State Mepican Society, Hotel Sherman, Chicago, May 24-27. 
Dr. Harold M. Camp, Monmouth, IIL, Secretary. 

Lousiana State Mepicat Socrery, Capitol House, Baton Rouge, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer. 

Massachusetts Mepicar Statler-Hilton Hotel, Boston, May 17- 
19. Mr. Everett R. Spencer Jr., 22 The Fenway, Boston 15, Director of 
Public Relations and Administration. 

Mepicat Lisrarny Association, Inc., Muehlebach Hotel, Kansas City, 
Mo., May 16-20. Miss Nettie A. Mehne, Upjohn Company Library, 
301 Henrietta St., Kalamazoo, Mich., Secretary. 

Minnesora Stare Mepicat Association, Kahler Hotel, Rochester, May 
23-25. Mr. Harold W. Brunn, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Executive Secretary. 

Mississipp1 Srare Mepican Association, Hotel Heidelberg, Jackson, May 
10-12. Mr. Rowland B. Kennedy, P.O. Box 4606, Fondren Station, 
Jackson, Miss., Executive Secretary. 

NaTIONAL TupercuLosis Association, Statler & Biltmore Hotels, Los 
Angeles, May 15-20. Mr. James G. Stone, 1790 Broadway, New York 
19, Executive Secretary. 

New Jensey, Mepicar Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P.O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicar Sociery, Western Skies Hotel, Albuquerque, May 
10-13. Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

New York, Mepican Socimry or THE STATE oF, Hotel Statler Hilton, 
New York City, May 7-13. Dr. Herbert T. Wagner, 750 3rd Ave., New 
York 17, Executive Director. 

Nortu Canouina Mepicat Society, Hotel Sir Walter, Raleigh, May 1-4. 
Mr. James T. Barnes, Capital Club Bldg., Raleigh, N.C., Executive 
Secretary. 

Stare Mepicat Association, Sheraton Cleveland, Cleveland, week 
of May 15, Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

State Mepicat Association, Oklahoma City, May 1-4. Mr. 
RK. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Rane Earnrus in Biochemical AND Mepicat ReseEARCH CONFERENCE, 
lowa State University, Ames, lowa, May 11-13. J. G. Graca, Ph.D., Col- 
lege of Veterinary Medicine, I. 8. U., Ames, Iowa, Program Chairman. 

Ruove Istanp Mepicar Society, May 10-11. John Farrell, Sc.D., 106 
Francis St., Providence 3, R.1., Executive Secretary. 

or AMERICAN Bellvue-Stratford Hotel, Phila- 
delphia, May 1-5. Dr. E. M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

Society or Peptatric Reseancn, New Ocean House, Swampscott, Mass., 
May 3-5. Dr. Clark D. West, The Children’s Hospital, Cincinnati 29, 
Secretary. 


J.A.M.A., Sept. 19, 1959 


Sovrn Mepicat Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
S.C., Executive Secretary. 

Stupent AMERICAN MeEpIcAt AssociaTIoN, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsix, State Mepicat Society or, Hotel Schroeder, Milwaukee, 
May 3-5. Mr. C. H. Crownhart, 330 E. Lakeside St., Madison 5, Wis., 
Secretary. 

June 


AMERICAN ACADEMY OF TUBERCULOSIS PHysicIANs, Miami Beach, Fla., 
June 11, Dr. George P. Bailey, P.O. Box 7011, Denver 6, Secretary. 
AMERICAN COLLEGE OF Cuest Puysicians, Miami Beach, Fla., June 8-12. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 

Director. 

AMERICAN D1tasetes Association, Inc., Hotel Deauville, Miami Beach, 
Fla., June 11-12. Mr. J. Richard Connelly, 1 E. 45th St., New York 17, 
Executive Director. 

AMERICAN Geriatrics Society, Americana Hotel, Miami Beach, Fla., 
June 9-10, Dr. Richard J, Kraemer, 2907 Post Road, Warwick, R. I., 
Secretary. 

AMERICAN MepicaL Women’s Association, June 9-12. Mrs. Lillian T. 
Majally, 1790 Broadway, New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssociaTIoNn, Hotel Statler, Boston, June 13-15. 
Dr. Melvin D. Yahr, 710 W. 168th St., New York 32, Secretary. 

AMERICAN Puysicians ArT AssociaTIon, Miami, June. Dr. Kurt F. Falkson, 
7 E. 78th St., New York 21, Secretary. 

AMERICAN RHEUMATISM Assoc1aATION, Hotel Diplomat, Miami Beach, Fla., 
June, Mr. Gerard W. Speyer, 10 Columbus Circle, New York City, Ex- 
ecutive Secretary. 

AMERICAN THERAPEUTIC Socrety, Barcelona Hotel, Miami Beach, Fla., 
June 9-12. Dr. Oscar B, Hunter Jr., 915 19th St., N. W., Washington 6, 
D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INC., Miami, Fla., June, 
Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, Secretary- 
Treasurer. 

EnpocrinE Society, Eden Roc Hotel, Miami Beach, Fla., June 9-11. Dr. 
Henry H. Turner, 1200 N. Walker, Oklahoma City, Okla., Executive 
Secretary. 

Ipano State Mepicat Association, Sun Valley, June 15-18. Mr. Armand 
L. Bird, Sonna Bldg., Boise, Idaho, Executive Secretary. 

Marne Mepicat Association, Hotel Samoset, Rockland, June 19-21. 
Dr. Daniel F. Hanley, P.O, Box 240, Brunswick, Maine, Executive 
Director. 

oF BrotocicaL Psycutatry, Hotel Deauville, Miami Beach, Fla., 
June 10-12. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Executive Secretary. 

Socrety For INvesTIGATIVE INc., Miami Beach, Fla., 
June 13-15. Dr. Herman Beerman, 255 S. 17th St., Philadelphia 3, 
Secretary-Treasurer. 

July 


AMERICAN Gorter Association, Royal College of Surgeons, London, Eng- 
land, July 5-9. Dr. John C. McClintock, 14912 Washington Ave., Albany 
10, N. Y., Secretary. 


August 


AMERICAN Hosprtat Assoctation, Civic Auditorium, San Francisco, Aug. 
27-Sept. 1. Mr. Maurice J. Norby, 18 E. Division St., Chicago, Assistant 
Director. 

NATIONAL MepicaL Association, Inc., Penn-Sheraton Hotel, Pittsburgh, 
Aug. 8-11. Dr. John T. Givens, 1108 Church St., Norfolk, Va., Execu- 
tive Secretary. 

West Vincinta STATE MeEpicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 25-27. Mr. Charles Lively, Box 1031, Charleston 
24, W. Va., Executive Secretary. 


September 


AMERICAN AssocIATION OF BLoop Banks, Fairmont Hotel, San Francisco, 
Sept. 5-9. Mrs. Bernice M. Hemphill, 270 Masonic Ave., San Francisco, 
Treasurer. 

NATIONAL CANCER CONFERENCE, AMERICAN CANCER Society, INC,, AND 
THE NATIONAL CANCER INstITUTE, Minneapolis, Minnesota, Sept. 13- 
15. Dr. Roald M. Grant, 521 W. 57th St., New York 19, Coordinator. 

Wyominc State Mepicar Society, Jackson Lake Lodge, Moran, Sept. 
7-10. Mr. Arthur R. Abbey, P. O. Box 2036, Cheyenne, Wyo., Executive 
Secretary. 


October 


AcapEMY oF PsycHosoMatTic MeEpicrine, Benjamin Franklin Hotel, Phila- 
delphia, Oct. 13-15. For information write Dr. Bertram B. Moss, 55 E. 
Washington, Chicago 2. 

AMERICAN COLLEGE oF Svunceons, Clinical Congress, San Francisco, 
Oct. 27-Nov. 1. For information write: Dr. H. P. Saunders, 40 E. Erie 
St., Chicago 11. 

WEsTERN INDUSTRIAL MEDICAL AssocrIATION, San Francisco, Oct. 7-8. For 
information write: Dr. David D. Holaday, c/o American Can Company, 
Third and 20th Streets, San Francisco. 


INTERNATIONAL AND FOREIGN 
1959 
September 
ConGress OF INTERNATIONAL UNION oF RAILWAY MEDICAL SERVICES, 


Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 


(Continued on page 38) 
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DEXAMETHASONE 


treats. more patients more 


more 


effectively. 


to certain other 


Of 45 arthritic patients | 


who were refractory 


22 were successfully 


treated with Decadron® 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 

2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 


*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 


@p Merck Sharp & Dohme 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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INTERNATIONAL CARDIOVASCULAR Society, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL Conoress Or Cancer CyTo.ocy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P.O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL UNION OF THE Mepicat Press, Cologne, Germany, Sept. 

21-24. Dr. Stockhausen, Secretary of Bund tel Cologne, 

Germany. 


October 


Barrise Mepicat Association, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B. M. A. House, 
Tavistock Square, London, W.C. 1, England. 

CANADIAN SocreTY ror THE Stupy oF FERTILITY, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurev. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysicians, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

ConGress OF THE FRENCH-SPEAKING ASSOCIATION OF PEDIATRICS (17TH), 
Montpellier, France, Oct. 12-14, Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL ConGress OF THERAPEUTICS, Strasbourg, France, Oct. 
19-31. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NuTRITION AND VITAL SUBSTANCES 
(51), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr, 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TrePponeMatoses, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


BAHAMAS MepicaL ConrereENcE, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write: Dr. B, L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 

INTERNATIONAL SYMPOSIUM ON CARDIOLOGY IN AVIATION, School of Avia- 
tion Medicine, Brooks Air Force Base, Texas, Nov. 12-13. For informa- 
tion write: Dr. Lawrence E. Lamb, Chief, Department of Internal Medi- 
cine, School of Aviation Medicine, Brooks Air Force Base, Texas. 


December 


Banamas SurncicaL Conrerence, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 


1960 
January 


BAHAMAS MepicAL SeRENDiPITY CONFERENCE (SECOND), British Colonial 
Hotel, Nassau, Jan. 17-30. For information write: Dr. B. L. Frank, P. O. 
Box 4037, Fort Lauderdale, Fla. 

PAN-AMERICAN CoNGRESS OF OpHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Mr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Séo Paulo, Brazil. 

March 


INTERNATIONAL SYMPOSIUM ON “THE BLOop PLATELETS,” Henry Ford 
Hospital, Detroit, March 17-19. Shirley A. Johnson, Ph.D., Henry Ford 
Hospital, Detroit 2, Chairman. 

Pan AMERICAN AssocIATION OF AND BRONCHO- 
EsorpHacoLocy, Miami Beach, March 20-23. Chevalier L. Jackson, 
3401 N. Broad St., Philadelphia, Secretary. 


April 


ASSOCIATION OF NATIONAL EUROPEAN AND MEDITERRANEAN SOCIETIES OF 
Gastro-EnTEROLoGY (ASNEMGE), 61TH Concress, Leiden, Nether- 
lands, Apr. 20-24. For information write: ASNEMGE, 22, avenue 
d’Amerique, Anvers, Belgium. 

BanaMas MepicaL Conrerence, British Colonial Hotel, Nassau, Apr. 
1-14. For information write: Dr, B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 

INTERNATIONAL ANESTHESIA ResEARCH Society, Washington, D. C., Apr. 
8-7. Dr. A. William Friend, East 107 and Park Lane, Cleveland 6, 
Executive Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, Leyden, Netherlands, 
Apr. 20-24. Dr. C. Schreuder, 16 Lange Voorhour, The Hague, the 
Netherlands, General Secretary. 


May 


Astan-Paciric Concress or Carpiotocy (SECOND), Melbourne, Aus- 
tralia, May 23-28. Dr. A. E. Doyle, Alfred Hospital, Melbourne, S. 1, 
Victoria, Australia. 

INTERNATIONAL COLLEGE OF SURGEONS, INTERNATIONAL CONGRESS, Rome, 
Italy, May 15-18. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Pan AMERICAN MEDICAL AssociaTION ConGrEss, Mexico City, May 2-11. 
Dr. Joseph J. Eller, 745 Fifth Ave., New York 22, Director General. 


June 


CANADIAN FEDERATION OF BroLocicaL Societies (CANADIAN PHysIOLoci- 
cat Society, PHARMACOLOGICAL Socrety oF CANADA, CANADIAN 
AssoOcIATION OF ANATOMISTS, CANADIAN BIOCHEMICAL Socrety), Uni- 
versity of Manitoba, Winnipeg, June 8-10. Dr. E. H. Bensley, Montreal 
General Hospital, 1650 Cedar Ave., Montreal 25, Honorary Secretary. 

CANADIAN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 


ow 
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INTERNATIONAL CARDIOVASCULAR Society, North American Chapter, 
DiLido Hotel, Miami Beach, Fla., June 11. Dr. Paul T. DeCamp, 3503 
Prytania St., New Orleans 15, Secretary. 

INTERNATIONAL CoNGRESS OF CLINICAL PATHOLOGY, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF PHysI0O-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 

Pan AMERICAN MEDICAL WoMEN’s ALLIANCE (7th Congress), San Juan, 

Puerto Rico, June 2-7. Dr. Sarah D. Rosekrans, 504 Hewett St., Neills- 

ville, Wis., President. 


July 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CONGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S. A. 

INTERNATIONAL CoNnGRESS ON GorTeR, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U.S. A. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U.S. A., July 25-29. Dr. Leo Wade, 15 West 5lst St., 
New York, N. Y., U.S. A. 

INTERNATIONAL CONGRESS OF CLINICAL CHEMisTRY, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, sponsored by the 
Council on International Affairs, American College of Chest Physicians, 
Vienna, Austria, Aug. 28-Sept. 1. Mr. Murray Kornfeld, 112 E. Chest- 
nut St., Chicago 11, Executive Director. 

INTERNATIONAL CONGRESS OF GERONTOLOGY, San Francisco, Calif., 
U.S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U.S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE (SIxTH), Basel, Swit- 
zerland, Aug. 24-27. For information write the Secretariat, Sixth Inter- 
national Congress for Internal Medicine, 13, Steinentorstre, Basel, 
Switzerland. 

INTERNATIONAL CONGRESS OF Washington, D.C., 
U.S.A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93rd St., Cleveland, Ohio, U.S. A. 

Wor.p ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crippces, New York, N. Y., U.S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U.S. A., Secretary-General. 


September 


ConGRESS OF INTERNATIONAL SocreTY FOR CELL BioLocGy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

Concress OF INTERNATIONAL SocreETY OF ORTHOPEDIC SURGERY & 
TrauMaTo.Locy, New York, N. Y., U.S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

European Concress or CarpioLocy, Rome, Sept. 18-25. For informa- 
tion write: Secretariat, Organizing Committee, Clinica Medica-Policlinico, 
University of Rome, Italy. 

INTERNATIONAL CANCER CyToLoGy CONFERENCE, Madrid, Sept. 22-26. 
Miss Elizabeth L. Hughes, 3007 Salzedo, Coral Gables, Fla., Corre- 
sponding Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, 12TH INTERNATIONAL CONGRESS, 
New York City, Sept. 11-15. For information write: Dr. Max Thorek, 850 
W. Irving Park Rd., Chicago 13, International Secretary General. 

INTERNATIONAL CONFERENCE ON TRICHINELLOSIS, POLISH PARASITOLOGI- 
cat Society, Warsaw, Poland, Sept. 12-13. For information write: 
Dr. Zbigniew Kozar, Polish Parasitological Society, Zaklad Parazytologii 
PAN, Warszawa, Pasteura 3, Poland. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, The Hague, Netherlands, 
Sept. 7-9. For information address: Société Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 
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The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNAL. Unless specifically 
stated, the American Medical Association neither approves nor 
disapproves of the articles reported. 


MAGAZINES 


Saturday Evening Post, September 5, 1959 
“Don’t Pity Us Handicapped,” by Melvin J. Maas, as told to 
Paul F. Healy 
Maas, a retired and blinded marine general, who is chair- 
man of the President’s Committee on the Employment of 
the Physically Handicapped, states his personal case as 
evidence that the disabled are people like everyone else. 
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ULCERS 


healing and granulation 
of ulcers was 


Indications: To accelerate recovery in thrombo- 
phlebitis, ulceration, severe pulmonary disease 
with bronchial plugs, ocular inflammation, car- 
buncles and furunculosis. 


Dosage and Administration: Parenzyme Aqueous— 
1 ml. (5 mg.) once or twice daily in severe acute 
conditions until inflammation begins to subside. 
Inject deep into gluteal region. 


Parenzyme Ointment—Apply once or twice a day 
for two to four days. Large lesions may require 
additional treatment. Dressings should be changed 


little short of dramatic.””* 


arenzyme Aqueous 


Products of Original Research 


(syste mic trypsin ‘Natior al’) 


arenzvme Omtmen 


(topical trypsin ‘National’) 


frequently. Concomitant systemic use of Paren- 
zyme is recommended, 

Supplied: Parenzyme Aqueous — Sterile multiple- 
dose vial containing lyophilized trypsin, 25 mg. 
plus 5 ml. vial of aqueous diluent. Parenzyme-B 
(buccal tablet ): Vial of 24, each tablet containing 
5 mg. trypsin. Parenzyme Ointment—Tubes of % 
ounce (12 Gm.) and 1 ounce (30 Gm.). Each 
gram contains crystalline trypsin 2 mg.; crystalline 
chymotrypsin 6 mg.; 9-aminoacridine hydrochlo- 
ride 2 mg. 

*Kryle, L. S., et al.: Angiology 7:287, 1956. 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. p-2202/00 
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40 NATIONAL ORGANIZATIONS OF MEDICAL INTEREST _ J.A.M.A., Sept. 19, 1959 


“SOCIETY PRESIDENT SECRETARY MEETING 


America’ 
Public. Health Assoc! tation ~ Leona Baumgartner, New York City........ | Berwyn F. Mattison, 1790 Brpaiwer. New Yor .| Atlantic ow. N. J., Oct. 
Radium Society | Theodore R. Miller, New York 16 . | San Juan, R., Mar 
Rheumatism Assn ..|Charley J. Smith, Denver. .|Mr. G. Ww. Spever k Ave., New York 21. ..| Miami Tear h, Fla., 
Roentgen Ray 8c Barton R. Young, Philadelphia. ae Cincinnati, Sept. 
School Health Delbert Oberteuffer, Columbus, Ohio....... . Oo. se, Kent, Ohi ..| Atlantic City, N. Oct. 18-23 
Society for Clinical Investigation Robert W. Berline, ——. Md.. 550 Ist A v York 16 Atlantic City, N. J., May 1-2 
Society for Experimental Pathology W. B. Wartman, Chica J.F.A. | my 0g Univ. of Ala. Med. Center, Birmingham, Ala. 
Society tor Pharm. & Ex. Ther. . Louls S_ Goodman, next ake City. K. H. r Jr., Merck Sharp & Dohme, Po Chicago, Aarti 
Society for the Study of Sterility Charles Lee Buxton, } New Haven, Conn... | H. H. eg 920 8. ne ila Cincinnati, Apr. 1-3 
Society of Anesthesiologists Daniel C. Moore, Seattle 1 ea . E. Bal Harbour, "Pia oe 5-9 
Society of Biological Chemists Harland %. Wood, Cleveland U 4 ..|Chieago, Apr. 11 
Society of Clinical Pathologists. Edward L. Burns, Toledo, Ohio... .. |Mr. Claude E. Weils, 2052 N. Orleans, Chicago 14... i 
Society of Internal (Clark C. Goss, Seattle... ..|Mr. Robt. L. Richards, 350 Post St., San Fran ..|San Francisco, Apr. 2-3 
Society of Maxillofacial — Casper M. Epsteen, Chicago . | E. C. Hinds, 1508 Medica! Towers, Houston 25, Los Angeles, May 15-18 
Society of Plastic & Reconst. Sur Louis T. Byars. St. Louis .ow. | Thomas R. Broadbent, 508 E. S. Tempie, _ Bey City. Miami Reach, Fla., Oct. 18-23 
Society of Tropical Medicine & Hivaiene Lewis W. Hackett. Berkeley, Com ..| R, B. Hill, 3575 St. Gaudens Rd., Miami 33, Fla Indianapulis, Oct. 28-31 
Surgical Assn Warren H. Cole, Chicago... ..|W. A. Altemeier, Cincinnati Gen. Hosp., Cincinnati 29. bi “> geaed Springs, W. Va., 


Api 
Society...... : Charles L. Leedham, Cleveland. Oscar B. Hunter Jr., 915-19th St., N.W., Washington 6, D.C. Miami Fla., June 9-12 
Trudeau Society Roger 8. Mitchell, Denver cow. | Mr, F. W Webster, ‘1790 Broadway, New York 19 Los Angeles, . gé- 18 
Urological Assn William M Coppridge, Durham, N. C. Samuel L Raines, 188 S. Bellevue Bivd., Memphis, Tenn. Chicago, May 16 
Veterinary Medical Assn R. E. Rebrassier, Columbus, Ohio. ‘|H. E. Kingman Jr., 600 S. Michigan Ave., Chicago 5.. 
for Research in Nervous & Ment. Dis, |Lee Eaton, Rochester, Minn. . vee | Rollo J. Masselink, 700 W. 168th St., New York 32 ae 
for Research in Ophthalmology James H. Allen, New Orilea’ "| Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6... Miami, June 
of American Medical Colleges. John McK. Mitchell, Philadelphia | Riehard H. Young, 2530 Ridge Ave., Evanston, Il. Chicago, Nov. 5 4 
of American Physicians William B. Castle, Boston ; “| P. B. Beeson, Yale U. Sch. of Med.. New Haven 11, Conn. Atlantic City, N. J., May 3-4 
of Life Ins. Med Dir. of America Henry B. Kirkland, Newark, N. J...........| Royal 8. Se haaf, P, O. Box 594, Newark 1, N. J. New York City, Oct! 21-23 
of Medical Illustrators. Miss Kay Hyde, San Francisco 21. Miss Rose M. Revnolds, 42nd and Dewey Ave., Omaha 5......|Seattle, Oct 
of Military Surgeons of U, 8. B/G H. H. Twitchell, APO 633, New York|R. E. Bitner, 1726 I St., N.W., Washington 6. D. ; Washington, D. C., Nov. 8-11 
of Public Health Phys. Sanford P. Lehman, Seattle . Joseph M. Bistowish, P. ‘oO Box 1117, Tallahassee, Fin” 
Assn. of State & Territorial Health Officers |D. G. Gill, Montgomery, Ala. M. ¥. Shanholtz, State’ Offive Bidg., Richmond, Va...... Washingtoa, D. C., 
Biological Photographic Assn Mr. Leo C. Massopust Milwaukee... s, Box 1668, Grand Central P. 
Central Assn. of Ob. & Gyn Axel N. Arneson, § ’ y ‘osta, 104 8. Michigan Ave., Chic 3 Chicago, Sept. 24-26 
Central Neuropsychiatric Assn Hamilton Ford, Gal . | R. M. Patterson, Ohio 8. Univ. Col. of Med., ‘Colawins, 10, Ohio Hew Orleans, Oct. 
Central Society for Clinical Research Edgar 8. Gordon, Mac Wis. Susie 8. Weisburger, 2065 Adelbert Rd., Cleveland 6 Chicago, Nov. 6- 
Central Surgical Assn é< Charles D. Branch, Peoria, a A. D. McLachlin, Victoria Hosp., London, Ont., Canada Chicavo, Feb. 18-20 
Clinical Orthopaedic Society Atha Thomas, Denver Cc a Franz, 1810 Wealthy St. S.E., Grand Rapids, Memphis, October 
College of American Pathologists Charles P Larson, Tacoma, Wash... A . Prudential Plaza, Suite 2115, waeage . 
Gerontological Society Mr. Louis Kuplan, Sacramento, Calif. P| . Kleemeier, St. Louis “s Detroit, Nov. 12-14 
Industrial Medical Association D. John Lauer, Pittsburgh Clark D. me i 28 'E. Jackson, Chicago 4... uss ROCHester, N. Y. ., Apr. 26-29 
Internat’! Coll. of Surgeons, U. 8. Section|Edward L. Compere, Chicago......... $ yer, 1516 Lake Shore Dr., Chicavo.......... 
Interstate Postgrad, Med. Assn. of N. A. Samuel Marshall, Boston > oe | Erwi chmidt, Box 1109, Madison 1, Wis. Chieago, Nov, 2-5 
Medical Library Assn Miss Mildred Jordan, Atlanta, Ga.. "| Miss Nettie A. Mehne, 301 Henrietta St., Kalamazoo, Mich. | Kansas City, Mo., May 16-20 
National Medical Assn E. C, Mazique, Washington, D Cc... John T. Givens, 1108 Church S8t., Norfolk | om Pittsburgh, Aug. 8-11 
National Multiple Sclerosis Society Mr. Ralph C. Glock, New York. Mr. Donald Vail, 257 Fourth Ave., New York 10. «|New York, Mar. 8 
National Proctologic Assn Peggy Cornet, Chicago Heights, I1.. George E. Mueller, 59 E. Madison St., Chicago 2... ‘ Chicago, Nov. °59 
National Tuberculosis Assn Ls McLeod Riggins, New York 19 Mrs. Wallace B. White, 1790 Broadway, New York 19... Los Angeles, May 15-20 
Neurosurgical Society of America Collin 8, MacCarty, Rochester, Minn. Raymond K. Thompson, 803 Cathedral St., ponerse 1........] Del Monte Lodge, Callr., Mar, 30 
Radiological Society of North America Laurence L. Robbins, Boston 14 D. 8. Childs, 713 E. Genesee St., Syrac use 2, » A Chicago, Nov. 15-20 
Society for Investigate Dermatology Thomas B. Fitzpatrick, Boston..... ..|Herman Beerman, 255 8. 17th St., Philade’ iphia B...ccceceeeeee| Miami Beach, Fla., June 13-15 
Society for Pediatric Research Henry L. Barnett, New York 61 Clark D, West, Children’s Hosp., Cincinnati. eked Swampscott, Ma May 3-4 
Society for Vascular Surgery Arthur H. Blakemore, New York 32 Henry Swan, 4200 East 9th Ave.. Denver 20 ER 
Society of American Bacteriologists. Charles A. Evans, Seattle E. M, Foster, Univ. of Wisconsin, Madison 6, Wis. Philadelphia, May 1-5 
Society of Biological Phychiatry..................]Paul Hoch, New York City George N. Thompson, 2010 Wilshire Blvd., Los Angeles 57..../Miami Beach, Fla., June 10-12 
Society cf Clinical Surgery James Priestly. Rochester, Minn F. F. Albritten, Jr., Univ. of Kans., Kansas City, Kan.. 
Society of Neurological Surgeons Leonard T. Furlow, St. Louis &........ Bronson 8. Ray, 525 E. 68th 8t., New York 21 saul 
Society of University Surgeons Henry T. Randall, New York 2..............| Ben Eiseman, 4200 E. 9th Ave., ‘Denver 20 Minneapolis, Feb, 11-13 
Southeastern Surgical Congress B. T. Beasley, Atlanta, Ga csa.,. |B. T. Beasley, 45 Edgewood Ave., S.E., Atlanta 3, Ga. New Orleans, Mar. 21-24 
Southern Medical Assn Milford 0 Rous Dallas 1, Texas Mr. V. O. Foster, , Highlind Ave., Birmingham 5, Ala.| Atlanta, Ga., Nov. 16-19 
Southern Surgical Assn James D. Rives, New Orleans 12, La. George G. Finney, 2947 St. Paul St., Baltimore 18 = 
Southwestern Medical Assn Louis G. Jekel, Phoenix, Ariz. hg age L. Deter, 1501 Arizona St., El Paso, Tex. .«. | Roswell, N. M., Nov. 5-7 
Southwestern Surgical Congress F H. Kroek, . Ark. M. O'Leary, i2i3 Med. Arts Bidg., Oklahoma ity Las Nev., 28-31 
Student American Medical Assn. y. R. Kirkham, semana City Mr. Russell F.’ Staudacher, 430 N. Michigan, Chicago 11....../Los Angeles 5-8 
The Endocrine Society Dwight Ingle, Chicage sntees H. H. Turner, 1200 N. Walker St., Oklahoma City Miami Beach, Fia.. June 9-11 
Western Industrial Modiesl Assn ; Edward J. Zalk, Los Angeies ig | ALC. Remington, 9851 Sepulveda Bivd., Los Angeles 45 Los Angeles, ‘Oct. 2-3 
Western Orthopedic Assn William F. Stanek, Denver 6 Miss Vi Mathiesen, 354-21st St., Oakland 12, Calif. Denver, Oct. - 
Western Society of Electro Encephalography | Donald B. Lindsley, Los Angeles 24 Kenneth A. Blinn, 4120 Atlantic Ave., Long, Be ach, Calif.. 
Western Surgical Asan James T. Priestley, Rochester, Minn. John T, Reynolds, 612 N. Michigan Bivd., scene: Colorado Springs, Colo., Nov. 19-21 
Woman Auxiliary to the Am. Med. Assn |Mrs Frank Gastineau, JIndianapolis.. Miss Margaret Wolfe, 535 N. Dearborn St., “hie: ..|Miami Beach, June 13-17 
World Medical Assn iCharles Jacobsen, Denmark..... Louis H. Bauer, 10 Columbus Circle, New York 19 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 
® In minutes, Milprem starts to ease anxiety and 
Milpr ern depression. It relieves insomnia, relaxes tense muscles; 


alleviates low back pain and tension headache. As the 
Miltown®+ conjugated estrogens (equine) patient continues on Milprem, the replacement of estrogens 


Supplied in two potencies for dosage flexibility: 

MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). . 
MILPREM-200, each coated old-rose tablet contains 200 mg. Easy dosage schedule: One Milprem tablet t.i.d. 


Miltown and 0.4 mg. conjugated estrogens (equine). 
Both potencies in bottles of 60. in 21-day courses with one-week rest periods; during the 


Literature and samples on request. rest periods, Miltown alone can sustain the patient. 


checks hot flushes and other physical symptoms. 


® 
WA} WALLACE LABORATORIES, New Brunswick, N. J. 


CMP-9138-69 
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BECAUSE DISOMER 
SHEDS THE MOLECULAR DROSS 


A PHARMACOLOGIC FACT 


PURE ANTIHISTAMINE ACTION 
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NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


high therapeutic index’”’ 


¢ unsurpassed clinical efficacy 
¢ highly effective in exceptionally small doses 


¢ side effects reduced to minimal level 


Disomer....a scientific contribution 


in the pharmacology of antihistamines! 


Incorporating the newest knowledge of structure- 
function relationships, DiSOMER comes close to 
the therapeutic ideal of pure antihistamine activ- 
ity. DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to a 
minimal level. 

Therapeutic results have been noteworthy with 
94.7% effectiveness reported.*. Equally note- 
worthy is the low incidence of clinically significant 
adverse reactions. Indeed, the sole side effect re- 
ported was occasional, mild drowsiness in only 
4.7% of patients. 

With DisoMe_r your allergic patient remains your 


alert patient while enjoying unsurpassed freedom 
from allergic symptoms. Ready now for your pre- 


scription—DIsoOMER is available in a variety of 
dosage forms to fit your patients’ individual 


Availability: 


DISOMER CHRONOTAB® 6 mg. 
DISOMER CHRONOTAB* ...............-- 4 mg. 
Usual dosage: 
b.id. 


*Chronotah is White's repeat-action tablet. 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate (Disomer), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 
White Laboratories, Inc. 


WHITE LABORATORIES, INC. 
Whiles 
Kenilworth, New Jersey (7422) 


ISOMER 


D sheds the molecular dross 


DEXBROMPHENIRAMINE MALEATE 
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Curb appetite with 
virtually no 
CNS stimulation... 


NEW 


EE SS 
175 180 «ae pO 195 


(diethylpropion ‘National’) 


well-tolerated, clinically 
effective drug for the suppression 
of appetite in all age groups....”” 


w effectively curbs appetite’ Composition: 1-phenyl-2-diethylamino- 
. virtually no risk of CNS." propanone-l-hydrochloride (diethylpro- 

pion). 
vasopressor® or psychic 


: ; Dosage: One tablet 3 times daily, at least 
stimulation 


one-half hour before meals. If desirable, 
w can be taken in the evening” an additional tablet may be given in the 
evening. 

Side Effects: Clinically, side effects are 
rare. Approximately 3 per cent of the 


encourages patient 
cooperation’ 


= well tolerated, even by patients report dryness of the mouth or 
patients with hypertension thirst. An occasional patient may com- 
or cardiac disease® plain of constipation: this may be re- 


lieved by appropriate measures. 
Supplied: Tablets of 25 mg. Bottles of 100. 


References: 1. Ravetz, E.: Evaluation of Anorexigenic 
Products, presented at the Symposium of the Michigan 
Academy of General Practice, Detroit, Michigan, March 4, 
1959. 2. Spielman, A. D.: Clinical Evaluation of Diethyl- 
propion: A New Antiappetite Compound, ibid. 3. Huels, 
H. G.: Clinical Approach to Treatment of Obesity, ibid. 


Products of Original Research Se THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. TRADEMARK : TEPANIL 


1-3426/59 
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tense 
and 
nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
--does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplicd: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


WW) WALLACE LABORATORIES / New Brunswick, N. J. 
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A survey of 1000 women revealed that psychic and psychosomatic factors 

are responsible for most symptoms of premenstrual tension. 

In a one-year placebo-controlled study,’ Miltown 

aw relieved both emotional and physical symptoms in 78% of 42 patients. 

@ was found “an [excellent] drug for repeated use, as in premenstrual 
tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 


respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate M. e lt ® 

(Miltown) in premenstrual tension. ] ; 

J-A.M.A. 164:638, June 8, 1957. Own 
meprobamate (Wallace) 


WALLACE LABORATORIES, New Brunswick, N. J. mann 
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Asthma, striking unexpectedly, as it so often does, represents a very real hazard, and a perpetual 
source of worry, to the afflicted. Not so, however, when Norisodrine in the handy-to-carry 
Aerohalor is along. @ A few easy inhalations rapidly transport the powder particles to where they’re 
needed most—the mucous membranes of the respiratory passages. As quick as it takes to tell— 


literally in seconds—bronchospasm is aborted. Norisodrine’s unique therapy is dependable 


in every kind of asthma, even where many other types of bronchodilators have failed. bbott 


907116 


NORISODRINE’ Sulfate Powder in the AEROHALOR® 


(isoprotereno! Sulfate, Abbott) (Powder Inhaler, Abbott) 
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stop as well as prevent 
nausea and vomiting 


effective but not 

“side effective” 

Tigan blocks emetic impulses at the 
chemoreceptor trigger zone (CTZ),} 


a medullary structure activating the 
vomiting center. While Tigan shares 
x with the phenothiazines the mode of 
how in oral, antiemetic action, this is their only 
similarity.’ In extensive clinical 
parenteral, and studies?" Tigan, unsurpassed in spe- 
cificity, has exhibited a virtually 
suppository forms complete absence of side effects. 
Tigan has demonstrated no sedative 
or tranquilizing properties, no hypo- 
tensive or supramedullary effects, no 
extrapyramidal tract stimulation or 

hepatie toxicity.2 
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in nausea/vomiting of 
gastrointestinal disorders 


in nausea/vomiting of 
pregnancy 


in nausea/vomiting of 
radiation sickness 


in nausea/vomiting of 
drug administration 


Hydrochloride-4-(2-dimethylaminoethoxy)- 
N-(3,4,5-trimethoxybenzoy!) 
benzylamine hydrochloride 
ROCHE® 


LABORATORIES 
Division of 

Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


no special precautions— 
no known contraindications 


Complete or moderate relief in 78 per cent of acute or chronic 
gastroenteritis patients ;'* ‘‘ We did not find a single toxic reae- 
tion... no side effects, such as sedation, skin rash .. . no changes 
in pulse, respiration, or . . . blood pressure.’’!* 

No evidence of sedation or other side effects’? observed in a 
series of patients of whom 94 per cent became asymptomatic on 
Tigan. On other antiemetic medication, several had failed to 
respond or had complained of drowsiness.'* 


Protected with Tigan ‘‘. . . not one patient had to discontinue 
[deep radiation] treatments... .’’® 

‘*.. large intermittent dose|s] of [nitrogen mustard and other 
drug] therapy could be given without the associated nausea and 
vomiting that we had seen before.’’? 


specific antiemetic / antinauseant 


trimethobenzamide HCL 


oan 


no sedative properties no tranquilizer side effects 


Suggested uses: To control, both prophylactically and therapeutically, 
nausea and vomiting associated with pregnancy, travel sickness, gastro- 
intestinal disorders, operative procedures, carcinomatoses, toxicoses, other 
underlying disease processes, drug administration and radiation therapy. 


Dosage: Adults — 1 or 2 capsules, orally, 2 ee intramuscularly, q.i.d. or 
1 suppository, q.i.d. For children’s dosage, consult literature. 


In nausea and vomiting of pregnancy — Satisfactory control is usually 
achieved with an initial dose of two capsules immediately upon awakening. 
If possible, the patient should remain in bed for one-half to one hour 
following this dose. When nausea and vomiting are not confined to the 
morning hours, supplemental doses of one or two capsules should be given 
throughout the day at intervals of three to four hours. 


How Supplied: Tigan capsules, 100 mg, blue and white — bottles of 100 
and 500. Tigan ampuls, 2 ce (100 mg/cc) — boxes of 6 and 25. Tigan 
Pediatrie Suppositories, 200 mg, boxes of 6 and 25. 


References: 1. W. Schallek, G. A. Heise, E. F. Keith and R. E. Bagdon, J. Pharmacol. & 
Exper. Therap., in press. 2. W. B. Abrams, I. Roseff, J. Kaufman, L. Goldman and A, Bern- 
stein, to be published. 3. I. Roseff, W. B. Abrams, J. Kaufman, L. Goldman and A. Bernstein, 
J. Newark Beth Israel Hosp., 9:189, 1958. 4. O. C. Brandman, paper read at Colloquium on the 
Pharmacological and Clinical Aspects of Tigan, New York City, May 15, 1959. 5. J. A. Lucinian, 
ibid. 6. D. W. Molander, ibid. 7. B. 1. Shnider, ibid, 8. W. S. Derrick, ibid. 9. B. Wolfson 
and F, F, Foldes, ibid. 10. L. McLaughlin, ibid. 11. Reports on file, Roche Laboratories. 
12. Personal communications. 13. W. K. Gauthier, Discussant at Colloquium on the Pharma- 
cological and Clinical Aspects of Tigan, New York City, May 15, 1959. 14. H. E. Davis, ibid, 
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keeping appetite 
in check 
around the clock 


PRELUDIN 


brand of 


ND 


tablets 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 
PRELUDIN® (brand of phenmetrazine hydrochloride) 
Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle. 
PRELUDIN is also available as scored, square pink 


tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS IS A GEIGY TRADEMARK. 


GEIGY 


ARDSLEY, NEW YORK 


PR-OS3 
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and further reduction of blood pressure is desirable . . . 


adding ganglionic-hlocking 


INVERSINE | 


MECAMYLAMINE HCl 
often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life 


“unnecessary delay must be avoided in establishing ganglion blockade in severe or malignant hypertension” 
Beem. J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958, 


When the response to other hypotensive agents is inadequate . . . 
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relieve high blood pressure and its manifestations 


INVERSINE 


MECAMYLAMINE HCl 


for moderate, severe, and malignant hypertension 


“When employed under carefully controlled @onditions with adequate attention to 
proper regulation of dosage, mecamylamine [‘INVERSINE’] may be expected to 
reduce blood pressure effectively and to ameliorate various manifestations of hyper- 
tensive-cardiovascular disease. These include such symptoms as headache, dizziness, 
vertigo, hypertensive encephalopathy, cerebral or subarachnoid hemorrhage, retin- 
opathy, cardiac hypertrophy and, in some cases, cardiac decompensation.” 


A.M.A. Council on Drugs, New and Nonofficial Drugs: Philadelphia, J. B. Lippincott Co., 1958, p. 285 
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uniformly absorbed 


dosage schedules 


pretreatment with ‘Diuril’, or ‘Diuril’ and rauwolfia, enhances therapy with ‘Inversine’ 
“Pretreatment with chlorothiazide [‘DIURIL’] and rauwolfia reduces the dosage requirement, 
augments blood pressure response, and moderates certain of the side effects of ganglion blocking agents. 
Although such basal therapy is advantageous, unnecessary delay must be avoided in establishing 
ganglion blockade in severe or malignant hypertension.” 

Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958 


dosage recommendations for new patients 


1. Initiate therapy with ‘DIURIL’ 

‘DIURIL’ is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day, 
depending on severity of the hypertension. 


2. Add other agents 

Other drugs (rauwolfia, ‘INVERSINE’, hydrala- 
zine, etc.) are added as necessary and their dosage 
adjusted according to patient response. 


‘INVERSINE’ is given in the same manner whether 
used with other drugs or alone. Recommended 
initial dosage is 2.5 mg. twice a day, pref- 


A GREATLY IMPROVED GANGLIONIC BLOCKING AGENT 


‘INVERSINE’ 


of the orally effective blocking agents, only ‘INVERSINE’ is completely and 
because it is uniformly absorbed, ‘INVERSINE’ provides predictable, reproducible 
effects with minimal day-to-day fluctuations 
has a gradual onset of effect, reducing the likelihood of sudden drops in blood pressure 


effective in extremely low dosage (orally, 10 mg. ‘INVERSINE’ is approximately 
equivalent to 100 mg. pentolinium, 80 mg. chlorisondamine, 1000 mg. hexamethonium) 


has a long duration of action (6 to 12 hours or longer), permitting convenient 


development of tolerance is not as pronounced as with other ganglionic blocking drugs 


effective in many patients who do not respond to other ganglionic blocking drugs 


Precautions: Side effects of ‘INVERSINE’ are essentially the same as those encountered 


erably after meals. May be increased by 2.5 mg. 
at intervals of no less than two days until desired 
response is obtained. In severe or urgent cases, the 
increments may have to be larger or more fre- 
quent, with the largest dose given preferably at 
noon or in the evening. ‘INVERSINE’ is extremely 
potent and should always be titrated according to 
the patient’s orthostatic blood pressure response. 


8. Adjust dosage of all medication 
The patient must be observed frequently and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


with other ganglionic blocking agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus may result if constipation is 
unchecked. Patients should be informed how to cope with postural hypotension should this 
occur. ‘INVERSINE’ is contraindicated in coronary insufficiency, organic pyloric stenosis 


and recent myocardial infarction. Additional information on ‘INVERSINE’ and ‘DIURIL 


is available on request. 


Supplied: ‘INVERSINE’, tablets of 2.5 and 10 mg. Bottles of 100. 
‘DIURIL’, tablets of 250 mg. and 500 mg. Bottles of 100 and 1000. 


Oo) MERCK SHARP & DOHME, pivision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


INVERSINE and OIURIL are trademarks of Merck & Co., inc 
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provides therapeutic sulfa levels for 24 hours... 
Highly soluble in acid and alkaline media... 
rapidly absorbed, producing fast, effective 
plasma-tissue concentrations sustained for the 
entire day. Simple, single 0.5 Gm. daily dose 
minimizes patient dosage confusion. At least 
equivalent to 4 to 6 Gms. daily of previous 
sulfonamides. Does not produce renal 
complications.’ 


with low incidence of sensitivity reactions... 
KYNEX is extremely low in toxic potential.” * 
Cutaneous or other objective sensitivity 
reactions are rare, as demonstrated in a large 
scale evaluation of clinical toxicity.2 Also minor 
subjective reactions are less likely to develop 
when the recommended dosage is used.” 


Dosage: Adults, 0.5 Gm. (1 tablet) daily following an initial 
first-day dose of 1 Gm. (2 tablets). 

TABLETS, 0.5 Gm., Bottles of 24 and 100. 

also available—KYNEX Acetyl Pediatric Suspension, cherry- 


flavored, 250 mg. sulfamethoxypyridazine activity per tea- 
spoonful (5 cc.). Bottles of 4 and 16 fil. oz. 


1. Editorial, New England J. Med, 258:48, 1958. 
2. Vinnicombe, J.: Antibiotic Med & Clin. Ther. 5:474, 1958. 


3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 


for improved control 


WHENEVER SULFAS ARE INDICATED 


Sulfamethoxypyridazine Lederie 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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THE CLINICAL STUDY': Treatment of obesity. 


40 patients, ages 19 to 68, 
on restricted calorie diets 
consistent with their work 
and energy requirements. 


THE PATIENTS: 


THE DOSAGE: 5, 10 or 15 mg., orally, 
once daily, in the morning. 


THE RESULTS: Average weight loss of 11.5 
pounds for all patients in 
14 weeks. 


THE RECORD: Feeling of well-being was com— 
mon. Periodic peaks of stimu- 
lation or depression were not 
observed or reported, indicating 
smoothness of drug absorption. 


Wessels, Marie, Chicago, I1ll.; 
Communication to Medical Department, 
Abbott Laboratories, April.17, 1959. 
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Victim of 
Overeating and 
“‘Oversitting’’ 


BIPHETAMINE 


A ‘STRASIONIC’ RELEASE ANORETIC RESIN 


@ 10-14 Hour Appetite Curb 
@ 10-14 Hour Mild Invigoration 


e Predictable Weight Loss... 


a comfortable 1 to 3 Ibs. a week in 9 out of 10 cases 


In many instances both appetite limitation and mild 


invigoration (‘Biphetamine’) are required to effect the 


balance between caloric intake and energy output 


necessary for predictable weight reduction and con- 


trol. Since ‘Strasionic’ release is employed, the desired 


BALANCE 


therapeutic action is uniform, predictable and com- 


fortable. 


Biphetamine may be prescribed for the obese hyper- 


tensive, arthritic, diabetic, pregnant, menopausal, aged, 


or pre-operative patient. Use with care in patients 


hypersensitive to sympathomimetic compounds, in 


cases of coronary disease or severe hypertension. 


® Single Capsule Daily Dose 10 to 14 hours before retiring 


E} STRENGTHS 


List No. 875 List No. 878 List No. 895 
BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
‘20’ Resin Resin Resin 
Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine ...... 10 mg. d-amphetamine ......6.25 mg. d-amphetamine ......3.75 mg. 
di-amphetamine ...... 10 mg. di-amphetamine ..... 6.25 mg. dl-amphetamine . .. 3.75 meg. 


as resin complexes as resin complexes as resin complexes 


Rx Only. Caution: Federal law prohibits dispensing without prescription. 


Biphetamine— made and marketed ONLY by STRASENBURGH LABORATORIES 


ROCHESTER, N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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Victim 


of Overeating roa 


Appetite Limitation Only 


LORVAMIIN 


A 'STRASIONIC’ ANORETIC PHENYL —/7ERT.-~BUTYLAMINE RESIN 


10-14 Hour Appetite Curb 


Predictable Weight Loss... 
a comfortable .221 Ibs. per day in average case 


In many instances, appetite limitation only (‘lonamin’) 
is required to effect the balance between caloric intake 
and energy output necessary for predictable weight 
BALANCE reduction and control. Since ‘Strasionic’ release is 
employed, the desired therapeutic action is uniform, 
predictable and comfortable. 

lonamin may be prescribed for the obese arthritic, 
diabetic, pregnant, menopausal, aged, or pre-operative 
patient, and may be used with caution in hypertensive 


or cardiovascular disease. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


(2) STRENGTHS 


™ 


Rx Only. 
Caution: Federal law prohibits 
List No. 904 List No. 903 dispensing without pi iption. 
IONAMIN™ IONAMIN™ 
‘380’ 15’ 
Each yellow capsule contains: Each grey and yellow capsule contains: 
phenyl-tert.-butylamine .. 30 mg. phenyl-tert.-butylamine .. 15 mg. 


as a resin complex 


as a resin complex 


lonamin-made and marketed ONLY by SYRASENBURGH LABORATORIES 


ROCHESTER, J N.Y.,U.5.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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Help for coug 


Stop Cough 8-12 Hours with a Single Dose 


"TUSSIONEX 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


eA Single Dose Controls Cough for 8-12 Hours 
@ Permits Natural Discharge of Mucous 
@ Uninterrupted Antitussive Action with Minimum Amount of 


Narcotic Through ‘Strasionic’ Release ‘ 


TWO FORMS: Tussionex Thixaire™ Suspension « Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydro- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
- mga and 10 mg. phenyltoloxamine as resin com- % teaspoonful q12h; 1-5 years, % teaspoonful q12h. 
exes. 


Rx only. Class B taxable narcotic. 


Tussionex—made and morketed only by 
STRASENBURGH Lasoraronis 


ROCHESTER, 
Originators of ‘Strasionic’ (sustained ionic) Release 
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A NEW USE : 
FOR VESPRIN A 


FROM: 
ANXIETY 
AND TENSION 
TO: EMOTIONAL 
STABILITY 


VESP R' N made the difference 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.‘ 

And Vesprin exhibits a satisfactory therapeutic ratio — unsurpassed efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 


patients treated for anxiety and tension.’** 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘veserin® is » Squibb Trademark 


Vesprin — a tranquilizer that fills a need in every major area of medical practice 
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the Priceless Ingredient 


Two MEPROTABS before retiring 
e insure restful, uninterrupted sleep 
e insure alert awakening 
e insure a tranquil mind and relaxed body 


MEPROTABS are 400 mg. meprobamate tablets, coated, white, and 
unmarked, to make name and type of medication unidentifiable to your 
patient. Meprotabs are pleasant tasting and easy to swallow. 


Meprotabs’ 


contains the original meprobamate, discovered and introduced by 


WALLACE LABORATORIES, New Brunewick, N. J. 
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FOUND: a dependable solution to 


“the commonest gynecologic office problem” 


“VULVOVAGINITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
ALBICANS, Haemophilus vaginalis, or other bacteria, is still the 


commonest gynecologic office problem . . . cases of chronic or 
mixed infection are often extremely difficult to cure.” Among 75 
patients with vulvovaginitis caused by one or more of these 
pathogens, TRICOFURON IMPROVED cleared symptoms in 70; vir- 
tually all were severe, chronic infections which had persisted 
despite previous therapy with other agents. “Permanent cure by 
both laboratory and clinical criteria was achieved in 56... .” 
Ensey, J. E.: Am. J. Obst. 77:155, 1959 


TRICOFURON 


Improved 


® Swiftly relieves itching, burning, malodor and leukorrhea 


® Destroys Trichomonas vaginalis. Candida ( Monilia) albicans, 


Haemophilus vaginalis ® Often achieves clinical and cultural 


cures where others fail ® Nonirritating and esthetically pleasing 


2 steps to lasting relief: 

1. PowDER for weekly insufflation in your office. MicoruR®, 
brand of nifuroxime, 0.5% and Furoxone®, brand of furazoli- 
done, 0.1% in an acidic water-dispersible base. 


2. SUPPOSITORIES for continued home use each morning and 
night the first week and each night thereafter—especially during 
the important menstrual days. Micorur 0.375% and FUROXONE 
0.25% in a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more practical and economical therapy. 


NITROFURANS—a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
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VI-TYKE 


LIQUID MULTIVITAMINS 


SYRUP 


PUSH-BUTTON CONTAINER 


lw-VITAMINS for CHILDREI 


INA FLAVORSOME CHERRY SYRUP 


'0 DISPENSE: Remove plastic protective (op 
Place teaspoon under spout 
Press button for amount desired 
00 NOT REFRIGERATE 
LABORATORIES DIWSION 
American Cyonomid Compony. New York, NY 


SYRUP: Each 5 ce. (tsp.) daily 
dose contains: 
Vitamin A (Palmitate) 
3,000 U.S.P. Units 

Vitamin D .... 800 U.S.P. Units 
Thiamine HCI (B,).... 
Riboflavin (B.) 
Pyridoxine HCI (B,) .. 
Ascorbic Acid (C) .... 40mg. 
Vitamin Biz 8 MCgm. 
Niacinamide 10 mg. 
Pantothenic Acid 

(as Panthenol) ..... 
Methylparaben 0.08% 
Propylparaben ....... 0.02% 
New, 12 fl. oz. push-button con- 
tainer. No spilling, no mess. 


1 mg. 


300° 


PEDIATRIC DROPS: Each 0.6 
cc. daily dose contains: 
Vitamin A (Palmitate) 
5,000 U.S.P. Units 
Vitamin D ...1,000 U.S.P. Units 
Thiamine HCI (B,).... 1 mg. 
Riboflavin (B.) 0.8 mg. 
Pyridoxine HCI .. 1 mg. 
Ascorbic Acid (C) .. 50 mg. 
Niacinamide 10mg. 
Pantothenic Acid 
(as Panthenol) 2mg. 
.. 1 megm. 
Methylparaben 0.08% 
Propylparaben 0.02% 
50 cc. bottle with plastic dropper. 
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a new member of the Lederle 
vitamin family...new cherry- 
flavored V KE for 
infants and children... keeps them 
Srowing...and going. 


¢ Basic, formula of essential vitamins. 


¢ Refreshing cherry taste—a flavor 
favorite with children. 


¢ Kasy-to-give with convenient, push- 
, » button syrup dispenser or calibrated 

a dropper for pediatric drops. 


VLTYKE cS Syrup can be taken plain or as a 


pros topping for desserts. Drops are easily 
coma mixed with milk, fruit juices and 


the dase may be 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. E Loderte ) 
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AT LOW COST TO YOUR PATIENT 


Pentids 400 


Squibb 400,000 units Buffered Penicillin G Potassium Tablets 


For the treatment of penicillin susceptible infections— 

ranging from mild to moderately severe—due to 

hemolytic streptococcus / pneumococcus / staphylococcus / 

and for the prevention of streptococcal infections where there is 
a history of rheumatic fever 


Clinical effectiveness confirmed by millions of cases 
Specific in many common infections 

Daily dosage may be spaced without regard to mealtime 
Ease of administration with oral penicillin 

Economy for the patient 


Squibb Quality— the Priceless Ingredient 


new convenient oral tablets also available 
PENTIDS ‘400,’ each scored tablet con- PENTIDS, —— units of buffered penicillin G potassium per scored tablet, bottles of 12, 100, 
and 500. 


tains 400,000 units of penicillin G potas- 
sium buffered, bottles of 12 and 100. 
Twice the unitage of Pentids 200,000 units. PENTIDS, CAPSULES, 200,000 units of penicillin G potassium per capsule, bottles of 24, 100, and 


PENTIDS — er, 200,000 units of penicillin G potassium per teaspoonful (5 cc.), 12 dose 
es. 


PENTIDS —-. ee, 200,000 units of penicillin G potassium per tablet, vials of 12 and 


PENTIDS® 18 A SQUIBB TRADEMARK. 
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BETADINE 


VAGINAL GEL» VAGINAL DOUCHE 
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OFT 
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BETADINE 
brand of Povidone-lodine, possesses broad-range germicidal activity 
against fungi, yeasts, bacteria, protozoa, and viruses. In the vaginal 
tract Betadine Vaginal Gel and Betadine Vaginal Douche kill 
trichomonas and monilia on contact and destroy common pathogens. 
Betadine is virtually nonirritating to vaginal mucosa. 


indicated: 
in the treatment of trichomoniasis, moniliasis and nonspecific vaginitis. 


advantages: 
¢ almost immediate relief from leukorrhea, pruritus; diminishes malodor 

* unsurpassed broad-range microbicidal activity 

+ therapeutically active even in the presence of blood, pus, vaginal secretions 
« wetting action to assist penetration into vaginal crypts and crevices 


how to use: 
In the office: Swab the vaginal vault with Betadine Antiseptic, full strength. 
prescribe Betadine Vaginal Douche for therapeutic use as follows: 
Two (2) tablespoonfuls to a quart of lukewarm water once daily by the patient 
at home, for six days. On the seventh day, the patient returns for re-examina- 
tion and swabbing with Betadine Antiseptic; an additional week of therapeutic 
douching if necessary. 

prescribe Betadine Vaginal Gel as follows: Insert one (1) applicatorful 
of Betadine Vaginal Gel each night, followed by a douche the next morning, 
through the entire menstrual cycle. If further therapy is warranted, the gel 
should be continued only during the actual menses days of the following two 
menstrual periods. 

After the infection has been brought under control, the use of Betadine 
Vaginal Douche is recommended twice weekly at a dilution of one (1) table- 
spoonful to a quart of lukewarm water. 


established in 1905 
TAILBY-NASON COMPANY, INC., Dover, Delaware 


AGINAL GEL 
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August isn’t the only hay fever month* 
...and there is no seasonal limit 

on the antiallergic action of 
Chlor-Trimeton’ Repetabs’ 8 or 12 mg. 


well tolerated, for both seasonal and nonseasonal allergies 
one of the most prescribed antihistamines in the United States 


CHLOR-TRIMETON® Maleate, brand of 
Chlorprophenpyridamine Maleate U.S. P. 


Bottles of 100 and 1000. 
SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


*in every month of the year there are 
allergenic pollens thriving in some part of the United States ghPT Rep, 


SYMBOL OF THE ONE-DOSE CONVENIENCE YOU WANT FOR YOUR PATIENT 


SiSy 


CTM.J-1239 


471738 
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PASSPORT 
10 
® TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 4 


(brand of hydroxyzine) 
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EFFICIENT 


BETTER TOLERATED 


QUINIDINE b.t.d. dosage 


THERAPY*: 


IN CARDIAC 


ARRHYTHMIAS 


Uniformly efficient because there is no let-down in plasma levels where arrhythmias 
tend to recur. Better tolerated because quinidine gluconate is ten times as soluble 
as quinidine sulfate — and so is easier on the g.i. tract. Quinaglute Dura-Tab S.M. 
every 12 hours maintains uniform, effective plasma levels around the clock. 


QUINAGLUTE 


DURA-TAB S.M. 


A quinidine of choice in atrial fibrillation, flutter, exclusive oral Sustained Medication* 
premature contractions, auricular tachycardia. Quinidine Gluconate (5 gr.) 


DOSAGE: for conversion of auricular fibrillation to for samples and literature write . . . 
normal sinus rhythm, in most cases, 2 Quinaglute Dura- 


Tab S.M. tablets 3 to 4 times a day, for 2 to 3 days; PHARMACAL 
longer periods are required in some patients... for WYN N CORPORATION 


maintenance 1 to 2 tablets every 10 to 12 hours. Bottles 5119 West Stiles Street, Philadelphia 31, Pa. 
of 30, 100 and 250. / 
also available: 


1. Bellet, S.; Finkelstein, D., and Gilmore H.: INJECTABLE QUINAGLUTE 10 cc. Multiple Dose 


A.M.A, Archives Int. Med. 100:750, 1957. 
2. Bellet, S.: Amer. Heart J. 56:479, 1958, Vials, 0.08 Gm. Quinidine Gluconate per cc. 


3. Finkelstein, D.: Penn, Med. J. 61:1216, 1958. page 867 *U. S. Patent 2895881 


See us at BOOTH +49 — AMERICAN HEART ASSN. MEETING 
Philadelphia, Pa. — October 23-25 
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Advertisement 


SPONTIN 


(Ristocetin, Abbott) 


A STATISTICAL REVIEW* OF THREE HUNDRED THIRTY-THREE CASES 


* Records of Medical Department, Abbott Laboratories, North Chicago, Illinois 


(Ristocetin, Abbott) is otics have been shown to be sensitive tion, derived from pure crystalline 
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Highest in Thiamine 
Among High-Protein Foods 


Bre meat in its many delicious forms— chops, steak, ham, Canadian- 
style bacon, link sausage—provides more thiamine than any other com- 
monly eaten high-protein food. 

In the planning of diets adequate in protein, variety may be obtained 
by choosing from all meats, fish, poultry, eggs, milk, and high-protein 
vegetables. But some high-protein foods are poor in thiamine content. 
Because pork meat outranks all other high-protein foods in its contribu- 
tion of thiamine, its frequent inclusion in the daily menu ensures ade- 
quacy in this important nutrient. 

The other nutritional values of pork are also substantial. For example, 
average servings of 3'4 ounces (100 Gm.) of lean pork supply 34 grams of 
protein, 9 grams of fat, and, like all other meats, significant amounts of 
all the B vitamins and the minerals iron, phosphorus, magnesium, and 
potassium. The average serving of 100 Gm. lean pork provides a modest 
230 calories.! 


Thiamine Content of Customary Servings 
of Certain Commonly Eaten High-Protein Foods 
and Percentages of Daily Allowances 


@ Man, age 25 years ff] Woman, age 25 years 


a's Ff A B A C DE A OG 
Cooked Lean Pork Meats Poultry Fish and Sea Food Fags. 2 k Cheese H os Protein Vegetables 
(100 grams) (100 (100 to 240 grams) (108 (80 to 130 grams) 

grams) grams) 5 cheddar, 
A. Chop, loin center cut A. Cod Fish cakes, 1 large 9 ican, A. Beans, canned or cooked 
3°x2u%"x1’ A. Chicken, 125 grams, 0.071 mg. Bi 0.080 mg. Bi 60 q % cup, approx. 130 grams, 
1.18 mg. Br B. Halibut steak, cooked 0.090 mg. Br 0.060 mg. B: 
. Roast, sirloin, 2 slices 100 grams, 0.061 mg. B: . Lentils, dried, pong | i cup, 
2%" x1" x" C. Salmon, canned, % cup, 95 grams, 0.130 mg. B 
1.27 mg. 100 grams, 0.030 mg. - Asparagus, cooked, % cut 
. Bacon, Canadian-style D. Tuna, canned, drained 8: pieces, 100 grams, 0.130 mg. Bs 
4 slices, 1.32 mg. By . . % cup solids, 100 grams, ‘ . Beans, lima, green, cooked 
. Ham, roast, cured shank end 0.050 mg. B: Y% cup, 80 grams, 0.110 mg. Bi 
24%"x2" x1", 0.90 mg. Bs , . Oysters, meat only, raw . Peas, black-eyed, immature 
. Ham, Steak, fresh, 2 slices l cu oy sae seeds, cooked, % cup, 80 grams, 
3° x 1%" x %", 0.68 mg. Bi 0.350 mg 0.230 mg. Bi 
. Sausage, link, 2% links ‘ . Peas, green, cooked, Ps cup, 
average, 0.76 mg. Bi ; 80 grams, 0.200 mg. 


1. Leverton, R. M., and Odell, G.V.: The Nutritive Value of Cooked Meat, Oklahoma Agricul- 
tural Experiment Station, Oklahoma State University, Miscellaneous Publication MP-49, 1958. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago . .. Members Throughout the United States 
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whenever cough therapy is indicated 


YCODAN 


(DIHYDROCODEINONE WITH HOMATROPINE METHYLBROMIDE) 


Relieves cough within 15-20 minutes, maintaining comfort for 6 hours or 
longer usually without impairing expectoration or inducing constipation. 


Available in tasty syrup and convenient tablet forms. Each teaspoonful or tablet of Hycopan* 
contains 5 mg. dihydrocodeinone bitartrate and 1.5 mg. Mesopin ( homatropine methylbromide ). 
Average adult dose: One teaspoonful or tablet after meals and at bedtime. May be habit-forming. 
Federal law permits oral prescription. 


literature? write ENDO LABORATORIES Richmond Hill 18, New York 


PAT. 2,630,400 
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RELIEF FROM 
INFLAMMATION 


REGARDLESS OF CAUSE, 
TYPE OR SITE 


therapeutic 

Chymar Aqueous or in Oil 
alleviates inflammation 
regardless of cause, 
regardless of type, 
regardless of site. 
Absorption of edema and 
blood extravasates is 
accelerated with relief 
of pain and restoration 
of impaired local blood 
and lymph circulation. 


prophylactic 

Chymar Aqueous or in Oil, 
when given early enough, 
averts inflammatory 
tissue reaction and 
edema, hastens absorption 
of hematoma; relieves 
muscle spasm in traumatic 
injuries. 


adjunctive 

Chymar Aqueous or in Oil 
supplements antibiotic 
action in treatment of 

local infections. "The 
simultaneous administration 
of an antiphlogistic 

agent, such as chymotrypsin, 
with a bacteriostatic drug 
makes the patient comfortable 
almost at once."* 


C H YMAR AQUEOUS OR IN OIL 


Chymotrypsin 


*Cornbleet, T.; Chesrow, K., and Latoni, J.: 
Antibiotic Med. & Clin, Therap, :21, 1959, 


ARMOUR 


ARMOUR PHARMACEUTICAL COMPANY + KANKAKEE, ILLINOIS 
Armour Means Protection 


J.A.M.A., Sept. 19, 1959 


FROM OTHER PAGES 


db 


Paradise in the Tropics?— 


It never does to form too rapid an opinion about sub- 
tropical or tropical countries, because first impressions are 
not always maintained in the face of subsequent experiences. 
This is especially the case with British New Guinea, and 
personally I am conscious of a distinct change in my feelings 
towards this outlying possession in the Coral Sea. The travel- 
ler from a more healthful climate, possibly one with a tinge 
of sharp winter in its seasons, arrives say in Samarai. He is 
strong, full-blooded, enthusiastic and eager and anxious to 
explore the newness of things. 

He shades his eyes and looks at the tall and graceful coco 
palms, loaded with their big, brown-cased nuts. He sees, 
perhaps for the first time, a luxuriant tropical vegetation. He 
is charmed and delighted with everything, the plumage of 
birds, bees and butterflies—the colouring of the crotons and 
other brilliant hued shrubs—the soft blue of the sea into 
whose depths he gazes down on the coral bed fathoms 
below. In this clearness of water he can trace strangely 
shaped and coloured fishes, swimming in and out of their 
coral castles. These and a thousand other sights and sounds 
combine to make new arrivals take a somewhat exaggerated 
view of everything. In fact he jumps at once to conclusions. 
The place looks a paradise and therefore must be one. 

Now suppose our friend travels to and fro about his little 
paradise for several months, what a change we shall see 
when we meet him again. He has just come down from 
up country, we will suppose, country not yet opened up to 
the trade of the white man. He has had to contend with the 
ordinary difficulties of bush travelling added to a moist and 
depressing climate. One glance at his pale yellow skin and 
deep set eyes speaks to you of fever. The full bloodedness 
has given place to the pallor of anaemia and again you put 
a black mark against the naughty mosquito. The sun dancing 
on the ripples of the Coral Sea is now a “beastly glare.” 
The palms and other shade giving trees which he thought 
so beautiful betore, are now only useful to hang swear 
words on their branches. The coloured bird-plumage is now 
no better than that of the sparrow which chirps on the 
gables at home. All the energy, all the enthusiasm, all the 
spirit seem to have gone out of him, and the way he throws 
himself down on the deck chair on the verandah of his hotel 
indicates weariness which is perhaps as much mental as 
physical. 

You speak to him, some little casual remark or maybe a 
question he seems a long time answering and you wonder if 
he has heard. You remember that big doses of quinine 
produce a certain amount of deafness and you are therefore 
just about to repeat your remark in a somewhat louder tone 
when he replies, but you notice that he does not turn his 
head towards you. He has not even the energy or curiosity 
left to wonder who you are and so he remains staring out 
straight before him and you don’t know whether his mental 
faculties are miles and miles away on some distant scene 


where you may not follow. Presently a native boy belonging 
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to the hotel, in passing behind his chair happens to knock y O|} 
up against it. Immediately our friend is roused to a loud out- sale 


burst of wrath quite out of proportion to the offence. Even WwW re) rw, 
his temper, too, then has undergone a change, and that we R e N N 


change an undesirable one. There are several other yellow- e 
visaged men lounging about the verandah, some leaning | H P AC H AR Giz 


against the pillars which support the balcony above, and 

some in chairs. The outburst from our friend does not sur- 
prise them in the least. Each would have done the same. ; ay e 
We are all more or less familiar with that type of individual 
sO common in novels, ancient and modern, “the peppery 
colonel” who has returned home after twenty years’ service 


J CAN’T GO 


CONVENIENCE 


in India. ... 


Anyone can become entitled to this adjective; all you have | ; 
to do is to come out to a tropical country where the favourite ; 4 y 
flavouring condiments are bluestone, sulphuric acid and | 
curry and in a very few weeks your temper will undergo N : 


such a change that you will fail to recognise yourself. Little | 

petty annoyances which aforetime would have passed un- 

noticed, now raise your anger to a high pitch, and things EFFECTIVENESS 
hardly worthy of comment become a source of the keenest 
worry. His paradise has vanished.—Excerpts from an article 
written in 1904 by Dr. Bellamy of Papua and cited in a 
paper by R. H. Black, The Medical Journal of Australia, 
Aug. 10, 1957. 


EXPERIENCE 


Education for Success 


SAFETY 


Some people are carried away by a utilitarian philosophy 
which regards the sole purpose of knowledge and education 
as contributing to some “useful” purpose. “Men are men,” 
said John Stuart Mill, “before they are lawyers or physicians 
or manufacturers.” Without preparation other than a spe- 
cialty, where does a man stand? . . . How is one to avoid 
technical hypnosis or personal stagnation? Only by getting 
out of the narrow world of the specialist through general edu- 
cation. While a gardener looks upon the flower as the thing 


because the 
4 main points 
are clearly 
indicated 


@ Proven in over 100 
disease conditions 


@ An agent of choice in 


that the root and leaves are intrinsically of greater impor- 
tance, because on them the evolution of the flower depends. 


| 
| 
toward which everything else is subordinate, he has learned | 


He knows it would be folly if, in his eagerness to obtain 45 diseases 
the flower, he were to neglect the plant. It is general educa- | © Effects sustained up to 
tion that adds breadth and depth to technical skill and , 72 hours 


® A record established over 

10 years of continuous treatment 
in a group of 8 patients 

with no serious side effects noted 
And a most extensive clinical 
and experimental background. 


competence. . . . General education is needed in general 


living, too. None of us can become expert in all fields of 


work, so everyone is compelled to trust the judgment of 


other people in most areas of activity. Everyone of us must 
rely upon the judgment of his doctor, lawyer, plumber, 


television repair man, building contractor and so forth. 


Therefore he needs the sagacity by which to distinguish 
the expert from the quack, and the better from the worse 


Asthma--Bursitis, Tenosynovitis-- 
Dermatitis (contact, drug, etc.) 
--Eye Diseases (acute, inflammatory) 
~-Hay Fever--Gout--Hyperemesis 
Gravidarum--—Penicillin Reactions 
-~~-Serum Sickness--Urticaria 


expert. William James said that an educated person knows a 
good man when he sees him. . . . There must be something 
more behind principles than mere knowledge. Like the 
shepherd in Shakespeare’s As You Like It, we all know that 


it is the property of rain to be wet, and fire to burn, and 


that a great cause of the night is lack of the sun. Sooner or | Highly Purified ACTHAR Gel is the Armour 
Pharmaceutical Company brand of purified 
later we must progress beyond acceptance of bare facts and repository corticotropin (ACTH). 
observations, and learn to extract ideas from two or more Supplied: 5 cc. vials of 20, 40, 80 / 
: ne U.S.P. Units per cc. Also in a ® 
widely separated places or sources and cross-fertilize them. | disposable syringe form, in a potency 
Then the simple shepherd will know that fire brightens the of 40 U.S.P. Units. 
night, but if rain threatens he had better build his fire in a ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS 


cave.—The Royal Bank of Canada Monthly Letter, July, 1959. Armour Means Protection 
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J.A.M.A., Sept. 19, 1959 


CALLING ALL 
PARENTS 


A delightful book- 
let wherein babies 
talk their way 
through 36 pages 
of captioned pic- 
tures made by fa- 
mous photograph- 


PR. JONES | 
Perfect small gift to parents 


to-be, containing sound 


child-training advice in cap- 
sule form, and a wealth of 
ideas for taking prize-win- 


ning pictures to go in baby’s 


own picture book. 


Single copy, 25 cents 
Quantity discount on 
10 or more copies 


Order Department “Actually, the doctor doesn't look his age— 
AMERICAN MEDICAL ASSOCIATION but his jokes give him away. 
535 N. Dearborn St., Chicago 10, Ill. 


Write for free copy of AMA Publications About Your Health 
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In phlebitis, many patients on Orenzyme 
“can expect relief of pain in less than a 
week.” 


In other inflammatory conditions, 
Orenzyme proved effective in hundreds 
of cases." 

As easy to take as aspirin, Orenzyme 
eliminates typical waste of buccal medi- 
cation caused by swallowing of saliva; 
cannot irritate oral mucosa; requires no 
tiresome explanations of unfamiliar buc- 
cal mode of treatment. Supplements the 
proven benefits of Parenzyme Aqueous. 


Minimal Side Effects 


In phlebitis; 
traumatic 
pre-and postoperative 
tissue reactions 
and many other 
inflammatory 


conditions 


When swelling slows recovery 


Oiizenz 


(oral, enteric coated enzyme tablet “National’) 


Composition: Each tablet contains trypsin 
68% , chymotrypsin 30%, ribonuclease 2%, 
equivalent in proteolytic activity to 20 mg. of 
crystalline trypsin. 


Dosage: Adequate dosage is important. Initially, 
swallow two tablets four times daily with a 
glass of water. For maintenance with Parenzyme 
Aqueous, one tablet three or four times daily. 


Supplied: In bottles of 48 red, enteric coated 
tablets. 


References: 1. Martin, G. J.; Bogner, R. L., and 
Edelman, A.: Am, J. Pharm. 129:386, 1957. 2. 
Tuttle, E.: In press. 3. Pellegrino, P. C.: In press. 
4. Coleman, J. M., and Vaughn, A. M.: In press. 
5. Monninger, R. H. G.: In press. 


reduces inflammation « eases pain » speeds healing 


Products 
of Original 7” THE NATIONAL DRUG COMPANY, Philadelphia 44, Pa. 
Research TRADEMARK: ORENZYME 0-5120/s0 
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Because women during pregnancy are particu- 
larly prone to secondary fungal infection, they 
benefit from the extra protection of nystatin. 


Cosa-T etracyn® (glucosamine-potentiated tetracy- 
cline) provides peak levels of antibiotic activity 
against a broad range of susceptible organisms, 


Nystatin provides specific protection against over- 
growth of Candida albicans. 


Cosa-TETRASTATIN provides tetracycline effective- 
ness with minimum risk of moniliasis. 


PARTICULARLY 
for the 
“OB” patient 
who requires 
tetracycline 
therapy 
COSA-TETRASTATIN”® 


glucosamine: potentiated tetracycline with nystatin 


ont 
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Supplied: 

Capsules Oral Suspension 

(pink & black) (orange-pineapple flavor) 

250 mg. Cosa-Tetracyn 2 02. bottle, each tsp. 

plus 250,000 u. nystatin (5 cc.) contains 125 mg. 
Cosa-Tetracyn plus 
125,000 u. nystatin 

A Professional Information Booklet providing com- 

plete details on Cosa-Tetrastatin is available on 

request. 


Pfizer) Science for the world’s well-being™ 
PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6,N.¥. 
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Dimetane works! 


Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 
potency and minimal side effects. Dimetane works in certain cases where other 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane 
Extentabs® (12 mg.), ‘Tablets (4 mg.), Elixir (2 mg./5 cc.), Dimetane-‘Ten Injectable 
(10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). A. H. Robins Co., 7m, 
Inc., Richmond go, Virginia/Ethical Pharmaceuticals of Merit Since 1878 ll 
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Butaze 


tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”" 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


with 21.8 per cent showing minor im- 
provement....”? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”? Spondylitis: All patients 
“..-experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
Patients with various forms showed 
“,..8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


(phenylbutazone Ge:cy) 


potent - nonhormonal - anti-inflammatory agent 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
. J: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 
Availability BUTAZOLIDIN® (phenyl- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg,; methylbro- 
mide, 1.25 mg. 
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NEW! 


USHER'S MARLEX MESH 
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THE AVAILABILITY 
USHER'S 
MARLEX MESH 


A LINEAR POLYETHYLENE SURGICAL MESH BUEN 
FOR REPLACING TISSUE DEFECTS 


PACKAGED STERILE, FREE OF IMPURITIES, ECONOMICAL 


Extensive clinical experience* in the re- 
pair of tissue defects using USHER’S 
MARLEX MESH indicates outstanding 
properties inherent in this new material. 

® Exceptional Tensile Strength 

© Low Tissue Reaction 

© Non Wettable 

® Outstanding Chemical Resistance 

® Minimal Fragmentation 


© Inert in Presence of Infection 
© Non Toxic 
e Soft, Porous, Pliable 


Developed by Dr. Francis C. Usher, 
Clinical Associate Professor of Surgery, 
Baylor University College of Medicine 
For full information write: 


RUBBER COMPANY 


® Dept. M1, Providence 2, Rhode Island 


USHER, FRANCIS C., AND GANNON, J. P.: Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. |. Experimental 
Studies. A.M.A. Arch. Surg., 78: 131-137, 1959. USHER, FRANCIS C., FRIES, J. G., OCHSNER, J., AND TUTTLE, L. L. D., JR.: 
Morlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. 11. Clinical Studies A.M.A. Arch. Surg., 78: 138-145, 1959. 


USHER, FRANCIS C., OCHSNER, ‘J., AND TUTTLE, L. t. D., 


The American Surgeon, 24: 969-974, 1958. 


JR.: Use of Marlex Mesh in the Repair of Incisional Hernias. 


al 
= 
Jee 
tie 
i 
: 
q 
Hee 
ie 


Henry’s wife doesn’t like dandruff. Get the picture? 

And she’s got all the answers (just ask Henry) . . . this latest is on 
the very best advice of her sister, whose neighbor happens to be 
the brother of the grocer—etc. Too bad she doesn’t take Henry’s 
dandruff to the doctor. But she’s like most folks, never thinks of 
dandruff as a medical problem. You can help folks like these—tell 
them about dandruff and give them a prescription for Selsun. The 
Henrys of this world will thank you. 


® 
Another 


dandruff “‘cure’ 
for Henry 


(Selenium Sulfide, Abbott) 
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“THE SELECTION 

OF A CARDIAC 
GLYCOSIDE WITH A 
WIDE MARGIN 

OF SAFETY, 

SUCH AS GITALIN 
IGITALIGIN], 

AND ITS PROPER 
ADMINISTRATION IN 
ADEQUATE 
OF INESTIMABLE VALUE. 


bottles 100 

2.5 mg. in 5 cc. ster ile, solution, 

GITALIGIN Drops — 30 cc. bottle 

with calibrated dropper. 


Arteriosclerotic Heart Disease 


GITALIGIN is a “digitalis of choice”? for the 
following reasons: 


WIDE SAFETY MARGIN—Average therapeu- 
tic dose only 4% the toxic dose. 


SHORT LATENT PERIOD 


MODERATE RATE OF DISSIPATION 


THESE SIMPLE DOSAGE EQUIVALENTS 
MAKE IT EASY TO SWITCH YOUR PATIENT 
TO GITALIGIN—0.5 mg. of GITALIGIN is ap- 
proximately equivalent to 0.1 Gm. digitalis 
leaf, 0.5 mg. digoxin or 0.1 mg. digitoxin. 


*Harris, R., and Del Giacco, R. R.: Am. Heart J. 52:300 
1956. 


+White’s brand of amorphous gitalin. 
tBibliography available on request. 


WHITE LABORATORIES, INC. 
KENILWORTH, N. J. 
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in skeletal-muscle disabilities... 


8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:350 


mind and muscle 


for whole-patient response in spasm, 


Meprobamate is supported by hundreds of clinical 
studies that demonstrate relaxing action on both 


brain and skeletal musculature. This is why EQUANIL 


stands as an obvious choice of many physicians 


concerned with whole-patient response. EQUANIL re- 


duces muscular spasm and tension, aids in the 


restoration of mobility, speeds rehabilitation, lessens 


the emotional overlay.’ Its wide margin of safety 


is well documented in medical practice. 


1. Mitchell, E.H.: M. Ann. District of Columbia 27:190 
(April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. J. 
M. Sc. 235:448 (April) 1958. 3. Vazuka, F.A.: Neurology 


(April) 1958. 5, 6. Wein, A.B.: M. Ann. District of Colum- 
bia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. 


® 
Philadelphia 1, Pa. 


Meprobamate, Wyeth 


+++» Specific central action 
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rigidity, psychic tension 


Partial indications—spasm 
or tension secondary to: 


sprains, strains, contractures 

fibrositis, myositis 

low-back syndrome 

whiplash injury 

frozen shoulder 

cervical-rib syndrome 

herniated intervertebral disk 

wryneck 

rheumatoid arthritis 

rheumatoid or traumatic 
spondylitis 

certain neuromuscular 
disorders 


specific muscular action 
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Darvon Compound potent - effective - well tolerated 


Combines, in a single Pulvule®, the analgesic action of Darvon® (dextro propoxy- 
phene hydrochloride, Lilly) with the antipyretic and anti-inflammatory benefits of 
A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly). 


Darvon Compound obviates the need for a narcotic prescription. 
Usual dosage for Darvon Compound is 1 or 2 Pulvules three or four times daily. 


Also available: Darvon, in 32 and 65-mg. Pulvules. Usual dosage is 32 mg. every 
four hours or 65 mg. every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


ELI! LILLY AND COMPANY . INDIANAPOLIS 6, INDIANA, U.S.A. 
920233 
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VALVULAR SURGERY IN THE YOUNG PATIENT WITH 
RHEUMATIC HEART DISEASE 


Albert N. Brest, M.D., Joseph Uricchio, M.D. 
and 
William Likoff, M.D., Philadelphia 


URGERY for rheumatic heart disease 
~ rarely is proposed for young patients. 
, Pertinent clinical observations appear to 

support this practice. Recurrent rheu- 
matic fever is common prior to adulthood, and 
a relationship between such exacerbations and 
stress, particularly surgical trauma, is believed to 
exist. Furthermore, chronic rheumatic activity, strik- 
ingly frequent and difficult to diagnose in youth, 
compounds the uncertainties in evaluating a valvu- 
lar lesion and the need for surgical correction. In 
many instances it is the myocarditis of this unrec- 
ognized activity and not the obvious valvular defect 
that is responsible for such serious cardiac manifes- 
tations as arrhythmias, conduction disturbances, en- 
largement, and severe congestive failure. 

Regardless of these facts the question of operative 
interference remains a pressing practical problem. 
It arises when the early signs of a devolutionary pat- 
tern develop in a young patient with known valvu- 
lar disease and the benefit of a definitive surgical 
procedure must be weighed against the real or 
theoretical risk of initiating another attack of rheu- 
matic fever. It is even more cogent when the ad- 
vanced manifestations of serious disability exist and 
there is no reason to suspect that chronic rheumatic 


lt has been assumed that surgery for rheu- 
matic heart disease should be limited to 
older patients because of the supposed risk 
of reactivating the rheumatic infection by 
surgery in younger patients. The validity of 
this assumption was tested in this report on 
37 patients from 12 to 20 years of age. 
Fifteen had mitral stenosis, 15 had mitral 
insufficiency, and 7 had aortic insufficiency. 
In each case preoperative study revealed 
anatomic defects correctible at a reasonable 
risk, and great care was taken to eliminate 
the possibility of significant clinical rheu- 
matic activity. No reactivation occurred in 
any case. Many of the earlier operations 
were done by methods since found ineffec- 
tive, but in the later cases the benefits have 
sometimes been striking. The most impressive 
results accrued from the relief of mitral valve 
obstruction. In considering the advisability 
of heart surgery, therefore, the criteria ap- 
plied to older patients can also be applied 
to patients under 20 years of age. 


Fellow in Cardiology, Hahnemann Medical College and Hospital (Dr. Brest); Assistant Professor of Medicine, Hahnemann Medical College and 
Hospital (Dr. Uricchio); and Director, Cardiovascular Section, Hahnemann Medical College and Hospital, and Chief Cardiologist, Bailey Thoracic 


Clinic (Dr. Likoff). 
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activity is a contributing factor. In either instance a 
categorical stand for or against surgery currently 
is not warranted. Sufficient information pertaining 
to the mortality, morbidity, and long-range results 
of operations in young rheumatic cardiac patients is 
not yet available. 

The present report attempts to clarify certain 
facets of this problem by detailing experiences with 
a group of these patients. The study is based on 37 
persons from 12 to 20 years of age who were oper- 
ated on during the period from February, 1951, to 
August, 1958. In each an isolated and dynamic 
lesion was present, namely, mitral stenosis, mitral 
insufficiency, or aortic insufficiency. Surgery was 
performed only when there was neither clinical nor 
laboratory evidence of recurrent or persistent rheu- 
matic activity. 

Results 


Mitral Stenosis.—A total of 15 patients had mitral 
stenosis. Their ages ranged from 16 to 20 years, 
averaging 17.6 years. A history of previous rheu- 


has further decreased to 1+. 


matic fever was offered by 10 patients. The mean 
interval from the initial attack to the time of sur- 
gery was 10.4 years. There was no operative mor- 
tality. Clinical or laboratory indications of rheu- 
matic activity did not develop in any patient during 
hospitalization. 

The follow-up observations, extending from four 
months to four years, concerned 10 patients. In 
seven there was no disability; one suffered repeated 
bouts of congestive failure. At the end of four years, 
two others were forced to undergo operations for 
restenosis. One of these patients failed to survive 
the additional procedure. 

Mitral Insufficiency.—Fifteen patients ranging in 
age from 13 to 19 years, with an average of 17.2 
years, were treated for mitral insufficiency. A his- 
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Changes in heart size in 16-year-old female with mitral insu fficiency. Preoperative chest film, left, indicates 3+ cardiac en- 
largement. Twelve days after cross-polar plication, middle, heart size has shrunk to 2+. Two months later, right, cardiomegaly 
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tory of previous rheumatic fever was obtained in 13 
of these. The mean interval from the initial attack 
to the time of surgery was 10.4 years. 

Twelve of the patients were operated on by 
antiquated techniques now known to be entirely 
ineffective in correcting the valvular defect. There 
were four operative deaths in this group. How- 
ever, there were no indications of rheumatic reacti- 
vation in any of the survivors. 

The technique of cross-polar plication’ of the 
mitral annulus was used in the remaining three 
patients. There was no operative mortality. Follow- 
up observations have extended over a period of two 
years, during which time clinical improvement has 
been marked. There was no exacerbation of rheu- 
matic fever. 

Aortic Insufficiency.—Surgery for aortic insuffi- 
ciency was performed in seven patients ranging in 
age from 12 to 18 years, with an average of 15.4 
years. Each had a history of rheumatic fever. The 
mean interval from the initial attack to the time of 
operation was 7.6 years. Five of the patients were 


operated on by techniques no longer in practice, 
and one of these died. A clinical form of rheumatic 
fever did not develop in any of the survivors. In two 
patients the correction of the aortic insufficiency 
was accomplished by an open-heart procedure.’ 
Each survived, and no evidence of rheumatic activ- 
ity developed in the immediate and late postoper- 
ative phases. 


Comment 


Rheumatic valve surgery is indicated when the 
pathophysiology is significant and reversible and 
when the responsible anatomic defect can be cor- 
rected at a reasonable risk. Operations usually are 
performed when the patient is between 20 and 50 
years of age, when incapacitating manifestations 
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are most common. However, surgery rarely is uti- 
lized prior to the 20th year even if serious disability 
is present. Two views support this practice. It has 
been held that the symptoms of heart failure in 
patients who are younger than 20 years mainly 
arise from active rheumatic carditis rather than 
from a mechanical valvular defect that can be cor- 
rected by surgery. It also has been claimed that 
even when surgery is indicated in the younger age 
groups it precipitates the reactivation of rheumatic 
fever, the morbidity of which negates the benefits 
derived from operation. 

The present study casts these concepts into open 
question. The patients in this series illustrate that 
a mechanical impediment may be solely responsible 
for the clinical deterioration of young patients with 
rheumatic disease. When it is, surgical correction is 
well tolerated and the benefits may be very striking 
indeed. For example, the risk of mitral commissuro- 
tomy is less in this younger group than in older 
persons. Although the most impressive results ac- 
crue from the relief of a mitral valve obstruction, 
excellent improvement has been observed after 
other lesions have been corrected. The figure illus- 
trates a major alteration in the heart size of a 
16-year-old female three months after cross-polar 
plication for a grade 4 mitral insufficiency. Prior to 
surgery, active rheumatic carditis had been consid- 
ered responsible for severe and persistent heart 
failure. Prolonged bed rest and medical treatment 
had not brought about any improvement in the 
myocardial dysfunction. The failure to accept the 
concept that a mechanical defect may be entirely 
responsible for severe pathophysiological changes 
in young patients with rheumatic disease may lead 
to an unnecessary prolongation of a critical dis- 
ability. 

Success of any magnitude in the surgical treat- 
ment of these young patients is predicated on oper- 
ating when rheumatic fever is not active. Great 
difficulty is acknowledged in establishing this fact, 
most particularly in patients with the early or more 
juvenile lesions. For example, the atrial biopsies of 
three of the patients included in this study revealed 
an active rheumatic carditis, even though there 
were no laboratory or clinical manifestations of 
rheumatic fever. Mitral insufficiency was dominant 
in two and aortic insufficiency in one of these 
patients. 

Regardless of the limitations in conclusively elimi- 
nating rheumatic fever, the fear of reactivation 
through surgery is not substantiated by this review. 
Not a single example was encountered. This is con- 
sistent with the observations made by Angelino and 
his co-workers,”* who failed to note any reactivation 
in 11 patients between the ages of 8 and 16 years 
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who were operated on for mitral stenosis. Further- 
more, since restenosis of the mitral valve during the 
follow-up period occurred no more frequently than 
in older patients, it is unlikely that there was an 
unusual incidence of subtle unrecognized reactiva- 
tion. This experience stands at variance with the 
older concept that surgical stress is most apt to pro- 
voke rheumatic fever in the young. Two precautions 
may contribute to the present contrary conclusion. 
Great care was exercised to select patients for oper- 
ation who had no indications of significant clinical 
rheumatic activity. The opportunity for any error 
was considerably lessened by the fact that the aver- 
age interval between the most recent attack of 
rheumatic fever and surgery was 8.6 years and in 
no instance was less than three years. Finally, rigid 
antibiotic control was exercised against bacterial 
infection, particularly streptococcic, after operative 
interference. 

The total observations within the confines of this 
study indicate that the age barrier may be lowered 
in the surgical treatment of valvular disease with- 
out unusual mortality or morbidity. They do not 
imply that these young patients are endowed by 
virtue of their age with an unusual tolerance for 
operative procedures. Experiences with the earlier 
techniques in the correction of mitral and aortic 
insuliiciency amply support this view. ilowever, 
without denying tue mmyortance of myocardial dis- 
ease us a Common cause of disability in the young 
patient with rheumatic tever, the current review 
emphasizes the roie of the mechanical valvular de- 
tect, the satety of its correction, and the improve- 
ment which then follows. 


Summary 


An appraisal has been made of the results of 
valvular surgery in 37 rheumatic patients under 20 
years of age. The findings indicate that the oper- 
ative results in younger persons are equally as good 
as those observed in older persons. It would appear 
that the indications for cardiac surgery in the 
younger patient should be essentially the same as 
those applied to the older person and should not be 
influenced by the factor of age alone or the fear of 
recurrence of rheumatic activity. 

249 N. Broad St. (7) (Dr. Likoff). 

References 

1. Nichols, H. T.: Mitral Insufficiency: Treatment by 
Polar Cross-Fusion of Mitral Annulus Fibrosus, J. Thoracic 
Surg. 3102-122 (Jan.) 1957. 

2. Bailey, C. P., and Zimmerman, J.: Surgical Correction 
of Aortic Regurgitation: Bicuspid Conversion, Am. J. Car- 
diol. 336-21 (Jan.) 1959. 

3. Angelino, P. F.; Levi, V.; Brusca, A.; and Actis-Dato, 
A.: Mitral Commissurotomy in Younger Age Group, Am. 
Heart J. 42916-1925 (June) 1956. 


‘ 
= 
: 
{ 
font 
- 
A 


92/252 


PHENETHYLBIGUANIDE, A NEW ORALLY GIVEN 
HYPOGLYCEMIC AGENT 


REPORT AFTER TWO YEARS OF CLINICAL EXPERIENCE 
Julius Pomeranze, M.D., George T. Mouratoff, M.D., Raymond J. Gadek, M.D. 


J.A.M.A., Sept. 19, 1959 


Edward J. King, M.D., New York 


Phenethylbiguanide (DBI), or phenethylfor- 
mamidinyliminourea, has been demonstrated to be 
an effective hypoglycemic agent in normal animals, 
alloxan-treated diabetic rats, rabbits, and Rhesus 
monkeys.’ Its powerful hypoglycemic action made 
chronic feeding experiments in normal animals 
exceedingly difficult, but initial though limited 
animal work demonstrated an absence of toxicity, 
at hypoglycemic dose levels. 

Our objectives as the first clinical investigators 
of DBI were to determine its capacity to reduce 
glycosuria and hyperglycemia, to establish a thera- 
peutic dose and methods for dose regulation, to 
reveal the presence of any undesirable side-effects, 
and to check carefully during prolonged periods of 
administration for evidence of tissue injury. 

Glucose-tolerance tests demonstrated that DBI 
effectively reduces blood sugar levels within three 
hours of oral administration in patients with severe 
as well as mild diabetes mellitus.? The insulin re- 
quirement of patients with severe diabetes mellitus 
was significantly reduced. Orally given DBI was 
used as a replacement for insulin in many patients 
with mild and moderately severe diabetes. These 
results were approximated by subsequent inves- 
tigators.” 

In an attempt to explain the mechanism of action 
of DBI, Williams and associates,* Wick and asso- 
ciates,” and others concluded from evidence derived 
from in vitro studies and limited in vivo studies in 
experimental animals that DBI acted by inducing 
transient hypoxia in peripheral tissues, leading to 
an increase in anaerobic glycolysis as reflected by 
an increase in lactic acid in incubating mediums. 
It was also suggested that by the same pathway 
glyconeogenesis from protein was inhibited by the 
drug. When subjected to clinical observation, nei- 
ther component of this theory of hypoxia could be 
confirmed in the human diabetic patient.° 

While it is clear that DBI does not act like insulin 
in producing intermediary, metabolic changes, the 
actual mechanism of its action in the diabetic pa- 
tient remains open to conjecture. Recent observa- 
tions suggest that DBI may supplement the action 
of insulin in the human diabetic by promoting the 
utilization of glucose at sites other than the pe- 
ripheral muscle cells.” 


From the New York Medical College, Metropolitan Medical Center, 
and Bird §, Coler Memorial Home and Hospital. 

Read, in part, before the Third Congress of the International Diabetes 
Congress, Dusseldorf, Germany, July 13-17, 1958. 


Phenethylbiguanide (DBI) has been used 
for its hypoglycemic action in the treatment 
of diabetes mellitus in 206 patients for a 
period of two years. Adequacy of manage- 
ment, maintained in 1 28 patients, was judged 
by the absence of diabetic symptoms and 
of the drug’s side-effects (nausea, anorexia, 
and gastrointestinal disturbances). DBI made 
exogenous insulin unnecessary in 110 pa- 
tients who were known to have a partial 
supply of insulin from their pancreas. The 
exogenous insulin requirement was decreased 
one-half when 18 patients who produced 
no natural insulin were given DBI. Severe 
gastrointestinal intolerance to DBI forced 53 
patients to stop taking it, but recovery from 
untoward effects was complete in every case. 
During the two-year administration there 
were no signs or symptoms in any of the 
206 patients indicative of tissue damage due 
to DBI. 


Because of our limited knowledge of the patho- 
genesis of diabetes as well as of the action of insulin, 
our present ability to explain the metabolic path- 
ways by which DBI influences the blood sugar level 
in the diabetic patient also suffers. It is both in- 
teresting and vitally important to recognize that 
DBI must in some way specifically influence the 
metabolic lesion which contributes to the diabetic 
state—inasmuch as it has been noted that DBI does 
not influence the blood sugar levels of nondiabetic 
persons.” 

With continued clinical experience it has become 
possible to fulfill more adequately the objectives 
of the original study. One of us has recently de- 
scribed * 18 months’ experience with DBI in 6 pa- 
tients and 12 months of continuous therapy in 12 
additional patients. These patients have been suc- 
cessfully treated with DBI without any evidence of 
organ toxicity. Six additional months have since ac- 
crued without any change in the original toxicologi- 
cal picture. 

During the past 24 months we have treated 206 
patients with DBI alone or together with insulin. 
This presentation is an analysis of results achieved 
in this study. It will be noted that the objectives 
originally set forth have been attained. 
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Methods 


A conservative approach to DBI therapy has 
been adopted. In all patients the initial daily dose 
was 50 mg. of DBI or less, frequently divided be- 
tween two doses. If good control with insulin was 
usual, a modest decrease in amount of insulin (ap- 
proximately 10%) was attempted. If adequate con- 
trol could not be achieved with insulin because of 
dietary, emotional, or other contributing factors, 
no change was made in insulin dosage during the 
initiation of DBI therapy. Close observation deter- 
mined each successive step accomplished at four- 
to-seven-day intervals. Warning signs, such as 
metallic taste in the mouth, nausea, loss of appetite, 
or change in bowel habits, alerted both the patient 
and ourselves to alter the diet, insulin dosage, or 
dosage and method of administration of DBI. When 
the drug was well tolerated, the insulin dosage 
was progressively decreased as the DBI dosage in- 
creased, until a maximum dose of 200 mg. per day 
of DBI was achieved. Only two patients received 
more than 150 mg. of DBI daily. Any of the above- 
mentioned signs of intolerance at a lower dosage 
level further determined this as the maximum 
immediately permissible. 

The need for “hypoglycemic” therapy was estab- 
lished by the following criteria: (1) successful 
weight reduction of the obese diabetic patient with 
1,000-to-1,200-calorie diets with failure to control 
hyperglycemia and/or glycosuria; (2) the appear- 
ance of glycosuria and hyperglycemia when insulin 
therapy was omitted in a previously controlled 
patient; (3) the appearance of glycosuria and hy- 
perglycemia when placebo therapy was substituted 
for DBI therapy in a controlled patient and con- 
trol of diabetes on replacement of placebo with 
DBI pills; and (4) a careful evaluation to de- 
termine the antidiabetic role of emotional stability, 
increased exercise, control of infection, and other 
factors favorable to diabetic control. 

We considered all types of diabetic patients as 
candidates for DBI when the need for hypogly- 
cemic therapy had been established. Approximate- 
ly 40% of the patients were permanently resident 
in a chronic disease hospital. The remainder of 
the patients were from private practice. The pa- 
tients were given daily diets ranging-from 1,200 
calories to 2,200 calories, determined by their state 
of nutrition, the presence of obesity or under- 
weight, and the degree of average daily physical 
activity. Protein intake was kept at 70 to 80 Gm. 
per day and carbohydrate 150 Gm. per day. The 
remainder was given as fat, except that in diets of 
more than 1,800 calories protein intake was in- 
creased to 100 Gm. and carbohydrate to 250 Gm. 

Fasting blood sugar level determinations were 
made at three-day intervals until control was at- 
tained or the therapy discontinued. A modification 
of the Somogyi-Nelson method was used for all 
blood sugar level determinations. When control was 
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good, blood sugar level determinations were done 
at one-to-four-week intervals. During the initiation 
of therapy, quantitative urine determinations were 
done four times each day. When acceptable con- 
trol was achieved, 24-hour urine collections were 
used for a quantitative determination of total 
amount of glucose excreted per day. It is recog- 
nized that many of our patients were well main- 
tained with diet and insulin and under usual cir- 
cumstances would have been continued on such a 
program. Some patients had been controlled sat- 
isfactorily with tolbutamide, and others were tol- 
butamide failures. However, this was a clinical ex- 
periment and patients were included because they 
needed hypoglycemic therapy and not necessarily 
because previous therapy had been unsuccessful. 

This unselected group of patients included those 
over 45 years of age, those 31 to 44 years of age in 
whom diabetes appeared clinically in the fourth 
decade, and young patients with severe or mild 
diabetes. This last group included four young peo- 
ple whose onset of diabetes occurred before they 
were 20 years of age, who had never had diabetic 
ketosis, and in whom the disease was well con- 
trolled with not more than 10 units of insulin per 
day. In this group withdrawal of insulin led to 
hyperglycemia and glycosuria without ketonuria or 
ketonemia. Diabetic patients of this type are not 
commonly seen and, though they are young, their 
diabetes simulates that of older patients. We do 
not consider such a patient to be without endoge- 
nous insulin. 

Our standards for successful therapy with DBI 
were determined as follows: Does the patient fare 
as well or better with the drug than on the previ- 
ously maintained therapeutic regimen? Only the 
amount of insulin or tolbutamide of previous regi- 
mens was changed. Our criteria of good control for 
patients receiving insulin and DBI are the presence 
of less than 15 Gm. of glucose in the 24-hour urine 
specimens and a fasting blood sugar level of 150 
mg. % or less. At the present time, we require that 
diabetic patients in whom the disease has become 
stable and who are taking DBI alone have consist- 
ently negative 24-hour urine specimens and a two- 
hour postprandial blood sugar level of not more 
than 200 mg. % or a fasting blood sugar level of 
less than 150 mg. %. 

We realize that the careful attention given to 
this group of patients may have altered their emo- 
tional status and dietary habits, contributing to 
better control. This was considered in establishing 
the therapeutic effect of DBI. Placebo substitution 
and DBI withdrawal, when attempted, failed to 
maintain diabetic control. The careful, personal at- 
tention is diluted by time and increasing numbers 
of treated patients. Despite this, successful man- 
agement according to the above criteria has been 
maintained in some patients for periods of up to 24 
months. The cause of failure in the others was the 
appearance of gastrointestinal symptoms. 
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Three patients representative of the three major 
groups of diabetic patients—the young, with severe 
cases; the middle-aged, with moderately severe 
cases; and the older, with mild cases—all requiring 
insulin were individually evaluated for periods of 
6 to 10 days. Blood and urine studies were done, 
while on successive days insulin intake was stopped 
or substantially reduced and DBI added to the 
regimen. 

The absence of clinical toxicity on continued use 
in successfully treated cases was established by 
serial determinations of complete blood counts, 
urinalysis and blood urea nitrogen level, total 
bilirubin level, alkaline phosphatase level, serum 
transaminase value, thymol turbidity, total cho- 
lesterol level, and, in some cases, serum lipoprotein 
levels. These tests were done weekly during the 
initial months of this study and at four-week inter- 


vals later. 
Results 


The table illustrates the results of our observa- 
tions with DBI in the treatment of diabetes melli- 
tus. It is evident that the drug is an effective hypo- 


Results of Use of DBI in Treatment of Patients 
with Diabetes Mellitus 


Age, Young Young 
31-44 Yr.; Patient, Patient, 
Age, Onset Labile Mild 
Types of Patients >i Yr. After 30 Diabetes Diabetes Total 
17 


Total 104 4 206 
Successfully treated 
with DBI alone .......... 68 39 0 8 110 


Suecessfully treated with 
DBI and 50% reduction 


2 6 10 0 18 
Therapy discontinued 

Gastrointestinal 

20 25 7 1 53 
Severe intereurrent 

3 3 0 0 6 
Control continued 

without insulin or DBI.. 9 4 0 0 13 
Death from other causes .. 1 0 0 0 1 
Patient unavailable for 

1 4 0 0 5 


glycemic agent in all types of diabetic patients. Its 
usefulness, therefore, is not limited to any particu- 
lar class. 

One hundred twenty-eight patients have been 
and are at present still under successful therapy 
with DBI. Eighteen patients have been followed 
for more than a year and six patients for more than 
two years. The remainder have been treated for 
periods of 1 to 12 months. No evidence of second- 
ary resistance to the drug has been encountered. 
In an occasional thin diabetic patient, slight unde- 
sirable loss of weight was seen. This could not be 
attributed to diminished calorie intake. The cause 
is not clinically apparent. This loss has always been 
rectified by a slight decrease in DBI dosage and a 
modest increase in insulin as required to meet the 
criteria of control. Subsequent return to the initial 
stabilization ratio of insulin to DBI usually per- 
mitted the weight to remain stable. This has oc- 
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curred only in some of the patients with severe 
diabetes who required exogenous insulin in addition 
to DBI. 

Therapy was discontinued in 53 patients because 
of gastrointestinal symptoms. These patients in- 
cluded many investigated early in the experiment 
when overdosage was common. We believe that the 
greater percentage of DBI-tolerant patients treated 
later in our series was due to the careful low- 
dosage drug presentation, the immediate limita- 
tions of dose ceiling with early symptoms, and the 
insistance on a liberal carbohydrate intake. 

In 13 patients, control was achieved without in- 
sulin or DBI when careful supervision was insti- 
tuted under the requirements of the investigation. 
Four of these patients followed subsequently suf- 
fered deterioration of diabetic control and required 
further antidiabetic therapy. The problem of 
whether or not drug therapy would have prevented 
the rapidity of deterioration must be answered by 
further and prolonged observations on many pa- 
tients. 

Only 29 patients of this total group had been 
treated with tolbutamide. Of 110 patients success- 
fully treated with DBI without insulin, in 18 tolbu- 
tamide therapy had been successful and in 11 it had 
failed. In none of the patients treated with DBI and 
insulin had diabetes been modified by the addition 
of tolbutamide to insulin or by tolbutamide alone. 

None of the patients successfully treated with 
DBI alone could be classified in the group of dia- 
betics considered to have no endogenous insulin 
production. It has been and still is our clinical im- 
pression that the successful management of the 
diabetic patient with DBI requires the presence of 
exogenous or endogenous insulin. 

Figures 1, 2, and 3 illustrate the results of DBI 
treatment during short periods of intensive obser- 
vation of representative patients with mild, moder- 
ately severe, and severe diabetes respectively. The 
dynamic activity of the drug is evident as one ob- 
serves the increase in glycosuria and glycemia 
when DBI therapy is discontinued and their con- 
trol when DBI is added to the regimen. These 
three cases represent, of course, classic responses to 
DBI. Not all subjects respond so well. 

No evidence of known toxic effects, clinical or 
biochemical, was found during this entire program 
by the methods used. The adverse effects on appe- 
tite and gastrointestinal function in some patients 
have not yet been accounted for. The appetite of 
patients able to take the drug was not affected. 
Weight gain was often observed with the establish- 
ment of good diabetic control, but an increase in 
appetite was only occasionally reported. Nausea 
and vomiting may appear within 4 to 24 hours 
when large daily doses of DBI are given. Nausea 
may be delayed up to three to four days in suscep- 
tible patients, but dosage regulation will prevent 
vomiting. 
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Report of Cases 


Case 1.—A 27-year-old man came under our care 
in 1955, in the Bird S. Coler Hospital. His diabetes 
of five years’ duration was characterized by extreme 
lability, having required six previous hospital ad- 
missions. In all instances, four of diabetic acidoses 
and two of hypoglycemic shock, he was admitted 
in an unconscious state. During this hospital ad- 
mission the diabetes was similarly difficult to stabi- 
lize. With slight modifications of dosage from 80 to 
90 units of NPH insulin, ketosis alternated with 
hypoglycemia, often within a few hours. No evi- 
dence of infection, hyperthyroidism, or other ex- 
planation could be found for this extreme lability. 
Although the patient was a quiet withdrawn per- 
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this entire period. Twenty-four-hour urine speci- 
mens contain less than 10 Gm. of glucose per day, 
and the fasting blood sugar level ranges from 90 to 
120 mg. %. Slight modification in insulin or DBI 
dose causes failure of control. 

Case 2.—A 35-year-old woman, in 1942, when 19 
years old, had gained 18 lb. (8.2 kg.) in four 
months; shortly thereafter she developed severe 
thirst, polyuria, and nocturia. A fasting blood sugar 
level was 172 mg. %, and glycosuria was intermit- 
tently present but ketonuria was never found. She 
lost 20 Ib. (9.1 kg.), from 145 to 125 Ib. (65.8 to 
56.7 kg.), and the fasting blood sugar level then 
ranged from 100 to 140 mg.%. Glycosuria was pres- 
ent only after dietary excess. Two older sisters 
and a paternal uncle have diabetes mellitus. 


Blood Sugar 
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Fig. 1.—Results of DBI treatment in 27-year-old man with diabetes of eight years’ duration. 


son, he did have an extremely rapid pulse rate. 
Rauwolfia (Raudixin), 100 mg., was given twice 
daily, and the tachycardia was well controlled. At 
the same time the wide diabetic fluctuations be- 
came easier to manage. Seventy-five units of NPH 
insulin per day now prevented ketosis and hypo- 
glycemic shock, although the 24-hour urine speci- 
men contained at least 45 Gm. of glucose per day. 
In June, 1956, DBI therapy was gradually instituted 
until the diabetes came under excellent control with 
25 units of NPH insulin and 200 mg. of DBI (100 
mg. of DBI twice daily). Two attempts to increase 
the DBI dosage resulted in nausea and vomiting. 
This patient is still (October, 1958) maintained 
on the above regimen. His diet contains 2,200 cal- 
ories, and his weight has been stationary during 


This patient came under the care of one of us 
(J. P.) in 1949. During a program of rigid diet 
restriction to 1,500 calories per day, the fasting 
blood sugar level ranged from 90 to 160 mg. % 
Glycosuria was occasionally found. This patient 
was urged to take insulin but refused. Her diabetic 
status remained stationary for the following seven 


years. 

During the spring of 1956, glycosuria began to 
appear more frequently and in greater degree. The 
fasting blood sugar level was on a few occasions 
higher than 200 mg. %. The patient decreased 
caloric intake to 1,000 calories and her weight fell 
to 119 Ib. (54.0 kg.). There was never any keto- 
nuria, and she still refused to take insulin. 
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In July, 1956, therapy with DBI, 25 mg. three 
times per day, was begun and the caloric intake 
was increased to 1,800 calories per day. Her weight 
increased within two weeks to 126 lb. (57.2 kg.) 
and has been maintained at this level. Until the 
time of writing, this patient has continued to take 
25 mg. of DBI three times daily. The last 2 p. m. 
blood sugar level (Sept. 28, 1958) was 125 mg.%. 

Case 3.—A 76-year-old woman, in 1933, was 
found to be diabetic. The condition was well con- 
trolled with 20 units of insulin until February of 
1956, when a deterioration in-diabetic control oc- 
curred without determinable cause. Insulin dosage 
was increased until 45 units of NPH insulin was re- 
quired for good control. On July 17, 1956, therapy 
with DBI, 50 mg. twice daily, and 15 units of NPH 
insulin was started. A 24-hour urine specimen was 
negative within two days. Insulin therapy was dis- 
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Fig. 2.—Results of DBI treatment in 38-year-old man 
with diabetes of 12 years’ duration. 


continued after one week, and the patient remained 
under control with 100 mg. of DBI per day in 
divided doses. 

The patient lost about 8 Ib. (3.6 kg.) during the 
next year but was asymptomatic. It was decided in 
December of 1957 to reinstate insulin therapy to 
determine if weight might be regained. The pa- 
tient required 38 units of NPH to keep the urine 
aglycosuric, and after two weeks without weight 
gain she decided to return to DBI therapy. 

Case 4.—A 62-year-old woman during November, 
1955, developed nausea and abdominal cramps 
which continued for three days. She was hospital- 
ized and diabetes mellitus was diagnosed. She lost 
25 Ib. (11.3 kg.), 135 to 110 Ib. (61.2 to 49.9 kg.), 
during this acute episode. She was given an 1,800- 
calorie diet and required 30 units of insulin to 
maintain good control. Her weight increased to 130 
lb. (59.0 kg.) and has been so maintained. In 
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June, 1958, insulin dosage was reduced to 25 units, 
and glycosuria values for the next week varied from 
10 to 24 Gm. daily. At the end of this period 25 mg. 
of DBI was given with breakfast and the glyco- 
suria disappeared. A gradual reduction of amount 
of insulin was started and DBI dosage was in- 
creased. The patient is now aglycosuric without 
insulin therapy. The DBI dosage is 25 mg. four 
times daily. The fasting blood sugar level is 138 
mg. %. 
Comment 


The present data clearly indicate clinical useful- 
ness of this new hypoglycemic drug. When used 
carefully while titrating the drug to patients’ needs 
rather than attempting to fit patients into a rigid 
dosage pattern, it permits the cessation of insulin 
therapy in a significant percentage of diabetic pa- 
tients and is useful, together with insulin, for better 
control of many of the patients with more severe 
cases. 

There is no evidence to suggest that the action of 
DBI is cumulative. However, there may be a delay 
of several days before a significant therapeutic 
response becomes clearly evident. Therefore, it is 
important to continue DBI therapy at a given dos- 
age tor several days before changing the dosage or 
discarding the therapy. 

The ultimate place of DBI in the management 
of diabetes is now being established with much more 
prolonged and widespread observation. At present, 
its usefulness in each individual patient will need 
to be carefully determined, each one acting as his 
own control to evaluate the need for the drug and 
its place in the individual antidiabetic armamentar- 
ium. The accepted need for orally given hypogly- 
cemic drugs in the therapy of diabetes mellitus is 
at present limited. Unfortunately, none of those 
available can replace insulin for use in young dia- 
betic patients who are so disturbed by daily paren- 
teral therapy. Only prolonged clinical observation 
of these drugs can determine whether their use- 
fulness in obviating the need for insulin in some 
patients and in supplementing the use of insulin in 
others is desirable. 

Gastrointestinal side-effects alone appear to limit 
the already broad clinical utility of DBI. It is our 
impression that these are inherent in the drug when 
proper individual dose is exceeded and may serve 
as a useful dose regulator and perhaps a safety 
device. Patients with previous gastrointestinal com- 
plaints, anxiety, or depression, and those with 
autonomic nervous system instability, are especially 
prone to complain of side-effects and should be 
carefully watched. In some instances, DBI may 
not be the determining factor. 

As previously demonstrated, the patient’s present 
age, age at diagnosis, known duration of diabetes, 
and duration of the administration of insulin did 
not predetermine the results of DBI therapy. 
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The nutritional status of the DBI-treated patient 
must be kept in balance by proper caloric and car- 
bohydrate intake. It is wise to maintain a minimum 
intake of 1,800 calories. Liberalization of diet con- 
tributes to the reduction in severity of gastroin- 
testinal reactions. 

Overzealous therapy and/or failure to consider 
premonitory signs of gastrointestinal reaction may 
result in ketonuria despite normal glycemia and 
aglycosuria. This ketonuria may also be the result 
of diminished carbohydrate intake, resulting in 
“starvation” ketosis. Recognition of this phenome- 
non, as apart from “insulin-lack” ketosis, is 
vital to the successful restoration of metabolic bal- 
ance. Reduction in the dosage of DBI should be 
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ever, the incidence of side-effects has been reduced 
in our current experience by newer dosing tech- 
niques. DBI therapy was discontinued in the re- 
maining 12% of patients in these studies for reasons 
not related to the effectiveness or side-reactions of 
the drug. 

The sole limitation on the already broad clinical 
applications of DBI appeared to be its gastrointesti- 
nal side-effects. No organ toxicity has been observed 
in any patient, including those who have been main- 
tained on this therapy for periods ranging through 
two years. Clinical studies are continuing, to de- 
lineate further usefulness of DBI and to establish 
safety over longer periods. 

2 Fifth Ave. (11) (Dr. Pomeranze). 
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effected immediately. Insulin should be used with 
extreme caution, if at all. Increased carbohydrate 
intake may also be indicated. 


Conclusions 


Phenethylbiguanide (DBI), a new synthetic, 
nonsulfonylurea compound, has proved to be an 
effective hypoglycemic and hypoglycosuric medica- 
ment for oral use in the management of diabetes 
mellitus. 

In the study it was found that DBI could be used 
alone or with a reduced amount of insulin to man- 
age 62% of an unselected group of diabetic patients 
without regard for the class of diabetes. In 26% 
of all the patients treated, although good hypogly- 
cemic response was evident, gastrointestinal side- 
effects necessitated the withdrawal of DBI. How- 


Fig. 3.—Results of DBI treatment in 69-year-old man with diabetes of 28 years’ duration. 
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Tolbutamide, a sulfonylurea compound with the 
trade name Orinase, has recently been introduced 
as an effective hypoglycemic agent for the treatment 
of diabetes mellitus. Numerous clinical investigators 
have clearly demonstrated that this drug can be 
employed with safety.’ A few minor complications 
have been noted, such as skin rashes, nausea, 
epigastric fulness and distress, leukopenia, jaundice, 
and symptoms suggestive of hypoglycemia, i. e., 
hunger, sweating, and anxiety.’ In most instances 
these frequently disappear on discontinuance of the 
medication and as a rule they are not considered 
contraindications to further usage. Beaser,’” how- 
ever, has described gastrointestinal symptoms of a 
far more serious nature in patients on tolbutamide 
therapy. He observed, in addition to heartburn and 
upper abdominal discomfort, an exacerbation of 
ulcer symptoms in an individual with a known pre- 
vious duodenal ulcer and a sudden perforation of 
such an ulcer in another patient with no history of 
gastrointestinal disease. 

Recently, two patients were observed who de- 
veloped a gastrointestinal hemorrhage after taking 
tolbutamide for many months. The purpose of this 
report is to present these cases and call attention to 
the fact that tolbutamide may have been responsible 
for the bleeding. 


Report of Cases 


Case 1.—A 59-year-old man with known diabetes 
of 10 years’ duration had been taking 1 Gm. of 
tolbutamide daily for about eight months for the 
control of his glycosuria and hyperglycemia. He was 
admitted to the New York Infirmary on June 17, 
1958, complaining of weakness, fatigue, and tarry 
stools of one week’s duration. He had noted some 
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GASTROINTESTINAL BLEEDING DURING TOLBUTAMIDE THERAPY 
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Two diabetic patients, a 59-year-old man 
and a 72-year-old woman, had been re- 
ceiving tolbutamide for some months. In the 
man 1 Gm. of tolbutamide per day had 
been adequate to control the glycosuria and 
hyperglycemia; the woman had required 2 
Gm. Both were hospitalized for melena and 
other abdominal symptoms, and the man 
suffered an acute hemorrhage in addition. 
There was evidence that the bleeding was 
related to the months of medication with 
tolbutamide. When it was withdrawn, both 
patients recovered. Since there was a previ- 
ous history of peptic ulcer symptoms in both 
cases, it is suggested that tolbutamide be 
used with care in patients of this type. 


epigastric distress and bloating for several days 
prior to his admission. The history disclosed an 
episode of myocardial infarction five years before, 
with complete recovery, and a known duodenal 
ulcer substantiated by x-ray examination 15 years 
before. He stated, however, that for the last three 
years he had been entirely without discomfort and 
had been on a free diet. 

Physical examination revealed pallor of the mu- 
cous membranes and conjunctiva, but no cyanosis or 
dyspnea. The pupils were equal and regular and the 
external ocular muscles normal. The fundi showed 
evidence of second degree arteriosclerosis, accord- 
ing to the Keith-Wagoner classification. The neck 
was supple and no glands could be palpated. The 
chest was symmetrical and the expansion equal. 
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The heart was enlarged to percussion and the apical 
impulse was felt in the fifth intercostal space to the 
left of the midclavicular line. There was a grade 2 
systolic murmur over the apex and base. The 
rhythm was regular and the blood pressure was 
100/60 mm. Hg. The lungs were clear. The abdo- 
men was soft, and the liver was felt 2 fingerbreadths 
below the costal margin. On rectal examination a 
tarry, black stool was obtained, no masses were felt, 
and the prostate was moderately enlarged, without 
palpable nodules. The extremities showed no evi- 
dence of inflammation or edema. The reflexes were 
physiological. 

Laboratory examination on June 17 revealed a 
hemoglobin level of 10.8 Gm.%; red blood cell count, 
3,900,000 per cubic millimeter; white blood cell 
count, 13,750 per cubic millimiter; normal differen- 
tial and platelet count; and hematocrit, 31%. The 
bleeding and clotting time were within normal 
limits but the clot reaction time was slightly pro- 
longed. Urinalysis revealed 4+ sugar, no acetone, 
and 1+ albumin, with no casts or cellular elements. 
Chemical determinations on the blood revealed 
glucose level of 170 mg.%; urea nitrogen level, 
34.5 mg.%; creatinine level, 1.5 mg.%; cholesterol 
level, 290 mg.%; total protein level, 6.5 Gm., with 
3.8 Gm. of albumin and 2.7 Gm. of globulin; serum 
bilirubin level, 1 mg.; and cephalin flocculation 
time, 1+ in 48 hours. The stools showed a 4+ 
guaiac reaction on four occasions. The results of the 
Mazzini blood test were negative. 

Complete bed rest and a Meulengracht diet were 
prescribed. Regular insulin was given to cover the 
amount of glucose excreted in the urine. On the 
second hospital day the patient suddenly com- 
plained of marked weakness and appeared in shock. 
His blood pressure dropped to 80/60 mm. Hg and 
the hemoglobin level was reduced to 6.8 Gm.%. He 
was immediately given 2 pt. (1,000 cc.) of blood 
and within a few hours he rallied. Two days later 
he was given another transfusion of 1 pt. (500 cc.) 
of blood and thereafter there was gradual improve- 
ment in his clinical state and hematological profile. 
On the fifth hospital day he was placed on therapy 
with 25 units of NPH insulin, which controlled the 
glycosuria, and in addition was given an anti- 
cholinergic drug, propantheline (Pro-Banthine), 
and an antacid (Gelusil, 0.5 Gm. of magnesium tri- 
cilicate and 0.25 Gm. of nonreactive aluminum 
hydroxide gel) in the conventional dosage. 

On June 26, a gastrointestinal series revealed a 
normal esophagus and a deformed duodenal cap, 
the latter compatible with a diagnosis of chronic 
duodenal ulcer. A barium enema and sigmoido- 
scopic examination were normal. The x-ray of the 
chest disclosed cardiac enlargement with some dila- 
tation of the aorta. The electrocardiogram showed 
myocardial damage, with evidence of an old anterior 
wall infarction and right bundle-branch block. 

The patient was discharged on July 1, on a conva- 
lescent ulcer regimen and therapy with 25 units of 
NPH insulin. He was warned not to take tolbuta- 
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mide in the future. Follow-up studies disclosed no 
further bleeding from the gastrointestinal tract. 

Case 2.—A 72-year-old woman with known dia- 
betes of 15 years’ duration and hypertensive and 
arteriosclerotic heart disease which had been pres- 
ent for a decade was admitted to the hospital on 
Aug. 3, 1958, because of epigastric pain, weakness, 
and tarry stools of four days’ duration. She had 
taken 2 Gm. of tolbutamide daily for the past 10 
months, with adequate control of the diabetes. Her 
history also disclosed the presence for many years of 
gastrointestinal symptoms suggestive of an ulcer, 
but at no time had such a lesion been demonstrable 
roentgenographically. 

Physical examination revealed considerable pallor 
of the skin, mucous membranes, and scleras but no 
dyspnea or cyanosis. The pupils were equal and 
regular and the external ocular muscles normal. 
Cataracts were present in both eyes and the fundi 
showed considerable arteriosclerosis of the retinal 
vessels. There were no masses in the neck. The heart 
was enlarged to the left on percussion and the apical 
impulse was felt in the sixth intercostal space to the 
left of the midclavicular line. A rough systolic 
murmur was audible at the base and apex. No thrills 
were felt, the rhythm was regular, and the blood 
pressure was 140/90 mm. Hg. The lungs were clear. 
The abdomen was soft and the liver palpable 2 
fingerbreadths below the costal margin. There was 
a considerable amount of tarry stool in the rectum 
but no masses could be detected. The extremities 
showed varicosities but no edema or inflammation. 
The reflexes were normal. 

Laboratory examination revealed a hemoglobin 
level of 7.9 Gm.%; white blood cell count, 12,500 
per cubic millimeter; red blood cell count, 2,900,000 
per cubic millimeter; platelets, 125,000; and a nor- 
mal differential. The hematocrit was 22%. The bleed- 
ing and clotting time and the clot retraction were 
normal. Urinalysis disclosed 2+ albumin and 3+ 
sugar but no acetone. There were a few hyaline 
casts and 10-12 white blood cells per high-power 
field. An x-ray of the chest taken a day after admis- 
sion demonstrated enlargement of the heart in the 
transverse diameter, with dilatation of the aorta and 
normal lung fields. 

Bed rest and a Meulengracht diet were prescribed 
and the patient was given 2 pt. (1,000 cc.) of blood 
within a period of four days. Thereafter there was 
a gradual rise in the blood cell count and hemato- 
crit level. She was also given 25 units of protamine 
zine insulin daily, which adequately controlled the 
diabetes. 

On the 16th hospital day a gastrointestinal series 
and an esophagram were performed and reported to 
disclose no evidence of ulcer or esophageal varices. 
An incidental finding was calcification of the splenic 
artery. A barium enema and sigmoidoscopic exam- 
ination were normal. 

On the 18th hospital day signs of heart failure 
developed, requiring diuretics and an increase in 
the dose of digoxin which she had been taking on a 
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maintenance basis. In a few days the patient recu- 
perated and on the 30th hospital day was discharged 
on an ulcer regimen therapy with 25 units of prota- 
mine zinc insulin. She was cautioned against the 
use of tolbutamide. Follow-up to date disclosed no 
evidence of any gastrointestinal bleeding. 


Comment 


The patients described above were elderly dia- 
betics who were well controlled on tolbutamide 
therapy and a fairly free diet not requiring addi- 
tional insulin. Thus, the indication for the use of 
this new hypoglycemic agent could not be ques- 
tioned. The dosage was within the limits suggested 
by most observers, i. e., not exceeding 3 Gm. a day, 
and in both instances the drug was taken for many 
months before the symptoms referable to the gastro- 
intestinal tract developed. It is also evident that no 
medicament other than digoxin was being admin- 
istered to either of these subjects. The symptoms 
and signs of weakness, epigastric pain, tarry stools 
positive to guaiac, anemia, low hematocrit value, 
and clinical improvement after blood replacement 
clearly indicate bleeding from the intestinal tract. 
The positive roentgenologic evidence of a duodenal 
ulcer in one patient and the history of symptoms 
compatible with such a lesion in the other suggest 
that the source of the hemorrhage was probably in 
the upper part of the gastrointestinal tract. 

The fact that the above patients presented the 
clinical picture of a gastrointestinal hemorrhage 
while taking tolbutamide for many months intro- 
duces the possibility of a cause and relation between 
the ingestion of this drug and the development of 
such a lesion. Recently the problem of gastrointesti- 
nal bleeding and drug ingestion has received con- 
siderable attention in the literature.’ Many of the 
newer agents introduced into the field of thera- 
peutics for a variety of illnesses have been impli- 
cated. There is considerable experimental and 
clinical evidence to suggest that reserpine (Serpasil), 
phenylbutazone, steroids, and salicylates—either 
alone or in combination with steroids (Cordex [0.5 
mg. of prednisolone and 300 mg. of acetylsalicylic 
acid] and Sigmagen [0.75 mg. of prednisone, 325 mg. 
of acetylsalicylic acid, 20 mg. of ascorbic acid, and 
75 mg. of aluminum hydroxide])—can produce pep- 
tic ulcers, with or without bleeding.* The fact that 
so few individuals develop this complication, despite 
the extensive use of these drugs, is no argument 
against its occurrence. 

The exact mechanism whereby drugs in general 
can produce bleeding in the gastrointestinal tract is 
by no means clear, and many theories have been 
propounded. The most likely causes suggested are 
(1) increased gastric secretion, leading to peptic 
erosion and ultimate bleeding; (2) a local factor 
consisting of injury to the mucus-producing cells or 
blood vessels of the gastric or duodenal mucosa, 
resulting in diminished tissue resistance; (3) a 
hypersensitivity reaction, with damage to the capil- 
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laries of the mucosa; (4) a humoral factor; and 
finally (5) an effect on the hematopoietic system, 
causing either increased capillary fragility or 
thrombopenia and thus interfering with the normal 
clotting mechanism.‘ In many instances a drug can 
produce bleeding in more than one way. Some be- 
lieve that each drug behaves in its own character- 
istic manner according to the so-called drug species 
reactivity. 

The precise modus operandi of tolbutamide in 
producing bleeding in the intestinal tract is not 
known. Although numerous hematological determi- 
nations have been made during the course of tolbu- 
tamide therapy in a large number of clinical trials 
without the demonstration of any gross abnormal 
findings other than leukopenia, there is evidence 
to indicate that carbutamide, a somewhat similar 
sulfonylurea, can produce anemia, thrombopenia, 
and increased capillary fragility.’ I have encoun- 
tered a case of leukopenia with a purpuric skin rash 
after the use of tolbutamide. There are as yet no 
reported data regarding the effect of tolbutamide 
on gastric secretion or on the gastric mucosa itself. 

Thus, the fact that tolbutamide has been known 
to cause gastrointestinal symptoms suggestive of 
peptic ulcer as well as the reactivation of an old 
ulcer, with or without perforation, and also that a 
purpuric eruption on the skin can occur after the 
use of the drug suggests a possible direct relation 
between the intestinal bleeding in the above cases 
and the ingestion of tolbutamide over a prolonged 
period. This observation indicates the need for 
caution in the use of the drug in the presence of a 
history of gastrointestinal symptoms. 
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HYPOGLYCEMIC INSULIN 


Hypoglycemic reaction due to the administration 
of insulin in diabetic patients is a frequent occur- 
rence and is, in a mild form, usually harmless. It is 
even considered by some students to be an indica- 
tion of good control. The manifestations of these 
reactions are varied, but most patients have indi- 
vidual premonitory signals, which are more or less 
constant in their case and peculiar to the particular 
type of insulin being used.' Diabetics taking in- 
sulin have learned to recognize the onset of a hypo- 
glycemic reaction and to stop its further progression 
by taking carbohydrate at once. In an eight-month 
period 1,121 mild hypoglycemic reactions occurred 
in the wards of the New England Deaconess Hos- 
pital, and all were relieved by the taking of carbo- 
hydrate. The danger of such mild reactions, when 
treated promptly, is nil. 

On the other hand, a hypoglycemic reaction that 
progresses to a level of confusion or unconscious- 
ness, in addition to the inconvenience and social 
embarrassment to which it gives rise, has both the 
immediate danger of bringing about a serious acci- 
dent and the future danger of cerebral anoxia and 
cerebral damage, if prolonged or repeated. 

A group of diabetic patients has appeared in the 
last few years who no longer recognize the usual 
warning symptoms of an approaching hypoglycemic 
reaction. These patients, while awake, pass quickly 
into confusion and even lapse into stupor or uncon- 
sciousness, with or without convulsions. They are 
completely unaware of the usual warning symptoms 
(hunger, tremor, sweating, and diplopia), the “alarm 
signal” on which they have long relied as indicating 
the need for taking carbohydrate. The series of 116 
consecutive cases described in the present paper 
have features which deviate from the usual descrip- 
tion of insulin reactions. Although similar cases are 
seldom reported, we are sure that such patients will 
pose serious problems in the future. 


Clinical Features 


Statements by patients with such reactions may 
be summarized by the following report: 

“I used to have hunger, sweating, tremor, or 
blurring of vision; [I] knew therefore that a reaction 
was coming, and I had time to do something about 
it. Lately some [or all] reactions come on without 
my usual or any other warning. It may come on me 
in the daytime, while awake and at work, or at 
social meetings, or at home. I do not feel anything 
wrong. I may continue doing my work automati- 


From the Joslin Clinic and New England Deaconess Hospital. 


REACTIONS WITHOUT WARNING SYMPTOMS 


Marios C. Balodimos, M.D. 


Howard F. Root, M.D., Boston 


101/261 


Hypoglycemic reactions have been found 
to occur in certain diabetic patients without 
the usual warning symptoms. This danger 
makes the control of diabetes difficult. It 
was studied in 116 diabetics who in the past 
had been able to use preventive measures 
but who found that the onset of confusion or 
unconsciousness had become so sudden that 
medical attention became a necessity. The 
average duration of the illness in this group 
was 10 years, and 64 patients were 10 Ib. 
(4.6 kg.) or more underweight, but as in- 
dividuals the patients were no different from 
the usual diabetics, and the reason for the 
absence of premonitory symptoms was not 
discovered. The possibility of such reactions 
has social, medical, and legal implications 
for the diabetic. A dietary management is 
outlined. 


cally or I may act irrationally or even pass out com- 
pletely, without having understood that I was in a 
reaction.” 

We excluded from the study all patients in whom 
the reactions occurred during sleep, and all patients 
recently started on insulin treatment who did not 
know the manifestations of a reaction. Conse- 
quently, the majority of these patients had had 
diabetes for a long period of time, had had insulin 
reactions in the past, knew the early symptoms, and 
should have been able to recognize the warning. 
It is conceivable that, in some instances, patients 
preoccupied by worries or problems may have over- 
looked the warning symptoms. Certainly this was 
not a major factor in the etiology of the reactions 
in this group. 

Clinical Data 

This series of 116 patients included 60 males and 
56 females. A striking feature was the long duration 
of their disease: only 15 men and 8 women had had 
diabetes less than 10 years, 18 men and 26 women 
had had it for 10 to 20 years, and 27 men and 22 
women had had the disease for more than 20 years. 
The average duration of disease in these patients 
was 18 years. Forty-nine patients had taken insulin 
for a period of 20 to 35 years each, while only 23 
had taken it for less than 10 and none for less than 
2 years. In the remaining 44 the diabetes was dis- 
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covered and treatment started between 10 and 20 
years earlier. Many patients had been observed and 
their progress followed by members of the Joslin 
Clinic for periods up to 35 years. Actually, 36 pa- 
tients were seen for the first time prior to 1940 and 
38 more before 1951. Forty-two patients were seen 
for the first time after 1952, with this type of re- 
action as their chief complaint. The degenerative 
complications, including retinitis and premature 
arteriosclerosis, had an incidence similar to that in 
a comparable group of diabetics with disease of 
that duration. The control of their disease over the 
years ranged from good to poor. Some had had 
frequent insulin reactions, others an occasional one. 

Only 4 men and 1 woman were under 20 years of 
age; 24 men and 25 women were between 21 and 
40, and 32 men and 30 women were over 40 years 
of age. The average age was 44 and the median age 
41 years. The median age for living diabetics is 
56.4 years.' Our group, then, was younger than the 
average diabetic population, especially when the 
long duration of their disease is considered. The 
age at onset of diabetes was under 15 years in 33 
cases and between 15 and 30 years in 48 cases. 
However, the frequency of underweight was strik- 
ing. In effect, 29 men and 35 women of the 116 
were more than 10 lb. (4.5 kg.) underweight, as 
calculated from actuarial tables. This remarkable 
prevalence of underweight adults in our group con- 
trasts sharply with the average diabetic population 
of this age. 

The insulin dosage in our group varied from less 
than 20 units daily in 3 cases (2 men and 1 woman) 
through between 21 and 40 in 61 (26 men and 35 
women) and 41 and 60 in 36 (20 men and 16 
women), to more than 60 units in 16 (12 men and 4 
women), so that in 97 cases the range was between 
20 and 60 units daily. 

The distribution of the different types of insulin 
used in therapy was comparable to that in the rest 
of the diabetic population, with isophane (NPH) 
insulin predominating. Some of the patients attrib- 
uted their present distress to a change to isophane 
insulin from another type and an occasional one to 
a change to lente or protamine zinc insulin. How- 
ever, no clear relation between the type of insulin 
employed and the peculiar character of these re- 
actions could be demonstrated. We believe there is 
no etiological connection between the two. 

The possibility that by error these patients re- 
ceived large doses of insulin which precipitated the 
reactions could not be supported by any evidence. 
The above dosage range is consistent with the fact 
that many in the series were unstable diabetics and 
sensitive to changes in dosage of even 2 units of 
insulin. These small variations in dosage or varia- 
tions in diet, exercise, or both made the difference 
between insulin reactions and glycosuria. 

Fluctuating as it does, the blood sugar level in 
these patients drops quickly to a critical level with- 
out arousing symptoms. It takes only a slight addi- 
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tional drop, either from exercise or from the insulin, 
to throw them into confusion or unconsciousness. 
One may liken the situation to a chemical reaction, 
in which a single crystal can precipitate a saturated 
solution. 

Blood sugar levels, as observed in these patients, 
were not strikingly different from levels observed in 
other patients who had ample warning of approach- 
ing reactions. Thus, in most patients blood sugar 
levels of from 40 to 60 mg.% (Somogyi-Nelson) 
were observed during reactions; however, it must 
be admitted that in many of the reactions that 
occurred outside the hospital no blood sugar levels 
were determined, at least until after the patients 
had received some treatment. Although no final 
conclusions can be drawn, it does not appear that 
these patients’ reactions are characterized by ex- 
cessively low blood levels of glucose, such as 10, 20, 
or 30 mg. %. Serious accidents did occur, some of 
which might well have had major legal complica- 
tions. An illustrative case follows. 

A man, aged 35, had had diabetes for 10 years. 
He was known to be an unstable patient, and his 
insulin dosage had at times varied from as little as 
20 or 25 units to as much as 40 or 45 units per day. 
On a day in October, 1953, he was driving his car 
at about 2 p. m. and on rounding a curve in the 
road crashed into another car. He was unconscious 
at the wheel and was taken by police to a suburban 
hospital, where at first the diagnosis of cerebral 
concussion and possible fractured skull was made. 
However, in his wallet was found an identification 
card, such as is routinely provided for diabetic 
patients nowadays, on which were printed clearly 
the words, “I Am Diabetic.” Therefore, a blood 
sugar level estimation was made and a value of 38 
mg.% obtained. This showed hypoglycemia was 
present and treatment was begun. However, he re- 
mained unresponsive and was transferred to New 
England Deaconess Hospital. Here, the blood sugar 
level was raised by intravenous administration of 
dextrose, but during the next 10 days he remained 
completely disoriented and very active, so that he 
required restraint and was kept in a bed under a 
net. No fractures were present. It was obviously 
difficult to determine whether cerebral concussion 
was a major factor or whether hypoglycemia com- 
plicating cerebral concussion explained the mental 
picture. Actually, within two or three weeks his 
recovery was complete, and he has continued under 
active treatment since. On reviewing with the pa- 
tient, after his recovery, the events preceding this 
insulin reaction, retrograde amnesia was probably 
a main factor in rendering it practically impossible 
to ascertain whether he had actually eaten his 
lunch that day. He had been in a hurry and per- 
haps had taken no lunch, and this constituted an 
explanation for the hypoglycemia. How long the 
hypoglycemia had existed before the automobile 
accident is a matter for conjecture. 
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Violence with danger to other persons, although 
it has been reported in spontaneous hypoglycemia,” 
did not occur in the 116 cases in this series, in spite 
of the belligerence, obstinacy, and often resistance 
to measures by the family which were intended to 
treat the obvious hypoglycemia. 

Retrograde amnesia, for periods varying from a 
few minutes to an hour or more before the actual 
evidences of the serious reaction, occurred in nearly 
all patients of this series. During this time they 
acted normally, although perspiration and some 
other evidences of hypoglycemia might have been 
evident to an observer. Later no recollection of 
events in this period was possible. In this state of 
haziness some patients concluded business agree- 
ments or made unreasonable promises. No clear 
relation between the degree of hypoglycemia and 
this amnesia could be made out. Thus, blood sugar 
levels of 40 mg.% or less were observed in occa- 
sional patients with only brief periods of amnesia, 
and similar levels were noted in patients with much 
more prolonged periods of amnesia. 

Electroencephalograms were obtained in 22 pa- 
tients of the series. In 10 patients the tracings were 
abnormal, indicating a lowered seizure threshold 
in 5 and some ill-defined focal abnormality in 5 
others; yet in no instance were these tracings re- 
garded by consultants who interpreted them as 
clearly indicative of epilepsy. The consultants’ typi- 
cal conclusion from these was: “Mildly abnormal 
dysrhythmic EEG, showing mild cortical instability 
both at rest and under physiological stress.” The 
first type of abnormal electroencephalographic pat- 
tern occurred in five patients whose diabetes had 
begun prior to their 15th year. Of the five adults 
with abnormal EEG’s three had the onset of dia- 
betes at age 16, one at age 22, and one at age 24 
years. It might be said that all the abnormal trac- 
ings occurred in patients whose diabetes was of the 
juvenile type. 

Finally, a clinical feature of importance is the 
fact that in some patients reactions with the usual 
warning symptoms occurred on some occasions, al- 
though frequently reactions without warning oc- 
curred without the patient’s being able to recall any 
unusual circumstances, such as excessive exercise or 
lack of food, which are commonly known as causa- 
tive factors in most insulin reactions. 


Comment 


The increasing incidence of such reactions among 
diabetic patients who have taken insulin for long 
periods of time clearly poses a problem in future 
treatment. Some patients lose morale and err in the 
opposite direction with the result of uncontrolled 
diabetes. This attitude increases the risk of diabetic 
complications. Fortunately, improvements in under- 
standing of the problem and particularly in the ad- 
justment of diet and insulin dosage make it possible 
for the cooperative and intelligent patient to over- 
come this problem. 
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Possible factors explaining this change in the 
response of the central nervous system to insulin- 
induced hypoglycemia involve consideration of the 
many causes of hypoglycemia. The mechanism in- 
volved in the production of symptoms resulting 
from hypoglycemia may be complicated and varied, 
as indicated by experimental physiological and 
pathological observations of animals and human 
beings. Variations in response to low blood sugar 
levels may depend on differences in the patient's 
own nervous system, especially on metabolic differ- 
ences in various portions of the brain. Genetic dif- 
ferences have been demonstrated in certain ani- 
mals.” In many patients the rate at which the blood 
sugar level falls determines the development of 
symptoms, and in the cases under discussion such 
changes may have been important. Differences in 
age are illustrated by the fact that newborn babies 
may have “true” glucose values (Somogyi-Nelson) of 
from 10 to 30 mg.% in venous or capillary blood 
without symptoms, whereas such levels in older 
patients usually, although not always, are accom- 
panied by definite symptoms. Capillary blood sugar 
values usually run 20 to 30 mg.% higher than the 
values in venous blood, except at low blood sugar 
levels. Blood sugar values from venous blood of 15 
to 25 mg.%, obtained by the blood sugar methods 
commonly used, must be regarded as representing 
almost entirely non-glucose-reducing substances. 
During severe insulin reactions there may actually 
be no “true” glucose in the blood. 

Conditions which cause spontaneous hypogly- 
cemia without the administration of insulin must be 
considered. Among these are organic lesions which 
stimulate increased insulin production, as in pan- 
creatic islet cell adenoma and carcinoma or lesions 
of the central nervous system, such as of the hypo- 
thalamus. Hyperplasia of the islands of Langerhans 
might occur, but it is notable that in the cases under 
discussion there is not the typical fasting hypo- 
glycemia, nor is there a constant type of symptom 
from low blood sugar levels. Deficiency of insulin 
antagonists, as in cases of anterior pituitary hypo- 
function, adrenocortical hypofunction, and espe- 
cially deficiency of available glucose, as in hepatic 
disease, must be remembered. In the cases under 
discussion results of studies designed to bring out 
such factors were universally negative. No evidence 
whatever of liver disease or other glandular dis- 
orders of the pituitary or the adrenal could be 
elicited by the ordinary methods of study. 

In studies of patients undergoing treatment by 
insulin hypoglycemia for schizophrenia, reported 
by Himwich * and others, the final development of 
coma was usually preceded by a characteristic 
series of symptoms. This series began with per- 
spiration, motor excitement, and depression of cor- 
tical and cerebellar activity. The symptoms pro- 
ceeded in an ordinary fashion, each step apparently 
being phylogenetically related by cerebral localiza- 
tion to areas of the brain. In the fifth and final phase 
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the release of the lower medulla oblongata was a 
danger sign. In our series of patients one must 
hypothesize some influence on the brain, which 
obscured or annihilated the usual early response 
to hypoglycemia. One’s first thought is that this in- 
fluence must be metabolic, in relation to the brain’s 
response to marked hypoglycemia. 

The most characteristic feature in severe hypo- 
glycemia is the reduction in oxygen uptake from 
arterial blood by the brain as a whole. This seems 
to mean a reduction in the ability of brain cells to 
utilize oxygen in this condition. Probably this re- 
duction in the utilization of oxygen may vary in 
different parts of the brain, particularly in relation 
to circulatory influence. The high oxygen consump- 
tion of the brain compared to its weight (20% of the 
total in a resting adult and up to 50% in a child) 
indicates the continuous dependence of the nervous 
tissue on oxygen for its metabolism.’ The similar 
pattern of symptoms that follows both hypoxia and 
hypoglycemia points to an analogous mechanism.° 
Earlier studies and conclusions that the brain uses 
glucose almost exclusively for its energy metabolism 
because it is practically unable to utilize any other 
substance require some modification. In recent ex- 
periments with radioactive carbon (C'*)-labeled 
glucose and its utilization by the brain, Geiger ‘ 
showed that it metabolizes also amino acids and 
some lipids, provided glucose is present. The brain 
can survive without glucose for an hour, if its blood 
supply is increased threefold. 

Cerebral vasoconstriction, shown to be a factor 
in induced hypoglycemia, coma, and convulsions, 
alleviated or prevented by the use of vasodilators 
(amyl nitrite, nicotinic acid),* might be hypothe- 
sized, particularly in our older patients. If one 
recalls the fact that hypoglycemia induces epineph- 
rine secretion, some such influence on certain vas- 
cular areas might be supposed to occur. Repeated, 
prolonged hypoglycemic reactions have been shown 
to produce organic brain damage with mental de- 
terioration, neurological deficits, or focal cerebral 
damage and secondary epilepsy.” In the series 
under discussion no such permanent organic dam- 
age resulted. It is conceivable that cerebral damage 
with reduced perception and recognition of symp- 
toms, either from long-standing diabetes and the 
more severe arteriosclerosis or from cerebral dam- 
age due to frequent reactions, is an explanation for 
the patients’ loss of recognition of symptoms. How- 
ever, this was not supported by any definite find- 
ings, objective or subjective. Their mental capabil- 
ities were average and in no way inferior to those of 
other diabetics or of normal persons. 

The influence of excessive smoking, particularly 
of inhaled cigaret smoke, has been studied in rela- 
tion to functional hypoglycemia by Creek '’ and 
Bohan and Berry.'’ Heavy smokers were found to 
have an increased amount of carboxyhemoglobin 
in the blood,'® which apparently accentuated cere- 
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bral dysfunction during hypoglycemia. In_ this 
group of 116 patients 42% were nonsmokers, 51% 
were moderate smokers, and only 7% smoked more 
than 20 cigarets daily. 

The possibility that these unusual reactions are 
actually epileptic equivalents was thoroughly con- 
sidered in consultation with various neurologists 
over the years.'? The common statement by patients 
is that the ordinary insulin reaction with the usual 
warnings is a different experience from these un- 
predictable reactions. The existence of retrograde 
amnesia makes it difficult to record any possible 
aura. However, in one instance a man, aged 32, 
remembered that he had felt slightly hungry before 
he became unconscious and had a convulsive at- 
tack. Dr. Cesare Lombroso, who examined him, 
could find no evidence from the history, the neuro- 
logical examination, or the EEG of any focal neu- 
rological disease or of diffuse encephalopathy. In 
his case, however, the presence of some auras did 
raise the question of the possibility of seizures 
occurring outside the hypoglycemia as outside the 
influence of the hypoglycemic precipitant factors. 
Certainly it is true that among a large series of 
diabetics occasional cases of epilepsy occur.'* In 
some of these the epileptic seizure is not produced 
by even severe hypoglycemia but apparently is 
conditioned solely by other factors. In the present 
series recovery from the unusual reactions always 
occurred under the influence of the administration 
of glucose orally or intravenously. No tendency to 
prolonged sleep or drowsiness after recovery from 
the hypoglycemia occurred. The use of anticonvul- 
sive drugs, such as diphenylhydantoin (Dilantin) 
sodium, has been tried in a few of these patients, 
without any definite or significant therapeutic bene- 
fit being observed. 

Neuropathy of the autonomic nervous system is 
not infrequent in patients with diabetes of long 
duration. The manifestations are variable but char- 
acteristic (lack of sweating, orthostatic hypotension, 
impotence, and intestinal and bladder disorders) 
and simulate the effects of sympathectomy. Symp- 
toms of hypoglycemia are mediated by the sympa- 
thetic nervous system. A neuropathy affecting this 
or the higher cerebral centers, with impaired recog- 
nition of the usual symptoms, could play an impor- 
tant role in the etiology of these reactions. Laurence 
and Stacey '* cautioned that patients under treat- 
ment with hexamethonium chloride may get re- 
actions without warning because of blockade of the 
sympathetic nervous system. Certain patients in 
this series had at times some manifestations of 
autonomic neuropathy, but no correlation could be 
made between such symptoms or findings and the 
actual occurrence of the reactions without warning. 

Such disturbance of liver function as might con- 
tribute to this serious hypoglycemia could not be 
demonstrated in any of the patients. A possible 
decreased production or exhaustion of glucagon is 
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without any support as a hypothesis.’ That these 
unusual reactions occur in persons with a decreased 
liver glycogen reserve, analogous to the situation in 
starvation with nonavailability of carbohydrate sub- 
stances for maintaining blood sugar levels, is also 
possible. 

Treatment and Prevention 


Treatment of serious hypoglycemic reactions by 
the administration of carbohydrate orally or intra- 
venously, in amounts which vary from 10 to 50 Gm., 
has always been successful. The greater depth of 
hypoglycemia in certain patients in this series re- 
quired sometimes as much as 60 or 70 Gm. of 
dextrose intravenously for complete recovery. The 
use of epinephrine, 0.5 cc. of a 1:1,000 solution, 
given subcutaneously even by members of the 
family, may bring about improvement to a point 
where oral administration of carbohydrate can be 
continued. The use of glucagon administered by 
subcutaneous injection (1 cc. ampul) seems to be 
quite effective in some. patients in whom an ade- 
quate supply of liver glycogen is present; but in 
other instances where, by reason of lack of food or 
excessive exercise, the glycogen supply has seemed 
to be depleted, it has not always been effective. 

The prevention of recurring hypoglycemia 
seemed best accomplished in this series by arrange- 
ment of the diet, frequent testing of the urine, and 
regular medical supervision. In general, diets of 
moderate carbohydrate content, ranging from 150 to 
200 Gm. per day, seemed preferable to the higher 
carbohydrate diet and safer than diets planned 
with low carbohydrate and high protein and fat 
contents. In addition to the three meals patients 
have frequently taken 10 or 15 Gm. of carbohydrate 
as snacks at midmorning, midafternoon, and at bed- 
time. In more sensitive patients the number of feed- 
ings has sometimes been increased to eight during 
the waking hours. Basic insulin of the isophane or 
lente type with added regular insulin taken before 
breakfast was often supplemented by a small dose 
of regular insulin at bedtime. In some, division of 
the dose of intermediate insulin, such as isophane, 
into two doses, one before breakfast and one be- 
fore the evening meal, has been effective. Patients 
need (1) repeated instructions in planning their 
food intake according to anticipated extra exercise 
and (2) constant emphasis on the absolute neces- 
sity of regularity in hours of meals and exercise. 
All diabetic patients taking insulin should carry 
some sugar or candy in their pocket or automobile 
for use in any suspected insulin reaction. An identi- 
fication card which not only states the existence of 
diabetes but also gives the name, telephone number, 
and address of the family physician, as well as the 
name of the patient, should be carried in the pocket- 
book or wallet. 

The orally given sulfonylureas are usually not 
effective in these patients and cannot substitute for 
the insulin. Recently Krall and co-workers '* reported 
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their results in a trial with use of the new orally 
given hypoglycemic agents, in juvenile-type dia- 
betics in whom tolbutamide is ineffective. Some of 
the patients with these reactions were placed on 
therapy with the diguanides (DBI and DBB), 
either alone or with small doses of insulin. The 
blood sugar levels were stabilized, hypoglycemic 
reactions were practically eliminated, and the con- 
trol of the diabetes became more satisfactory. 

Sorbitol, a polyalcohol in 70% solution which is 
absorbed and released to the blood slowly, was 
given to some of our patients (2 to 5 Gm. orally four 
times daily) in an attempt to provide the blood 
continuously with a carbohydrate and eliminate 
the reactions. The results were not particularly 
helpful, especially in children."’ 

A few patients were instructed to do frequent 
capillary blood sugar determinations in a home 
laboratory or use a home set for blood sugar 
analysis whenever possible, in an attempt to keep 
closer control of their diabetes. This is of course 
only rarely necessary or desirable. 

Preventive agents were not used routinely. Anti- 
convulsants, cerebral vasodilators, vitamin Bj», or 
thiamine chloride were given only if there was an 
indication other than these reactions. 


Summary 


Sudden unconsciousness or grave mental con- 
fusion occurred in 116 diabetic patients as a result 
of hypoglycemic insulin reactions without the usual 
warning symptoms. The patients had taken insulin 
for many years and had learned to rely on the 
specific symptoms and to take carbohydrate to pre- 
vent insulin shock. The change to these reactions 
occurred without apparent cause. Possible explana- 
tions include (1) cerebral vascular or metabolic 
changes, (2) diabetic neuropathy involving the 
autonomic nervous system, (3) a metabolic ab- 
normality in the availability or release of glucose, or 
(4) epileptic equivalents. 

The treatment of the diabetes for the prevention 
of such reactions must include adjustment of in- 
sulin dosage, long-acting insulin in the early part of 
the day and, usually, short-acting insulin for the 
later dose, and careful dietary management with 
frequent between-meal snacks. 

15 Joslin Rd. (Dr. Root). 
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The recognition of alcoholism as a disease by the 
American Medical Association and the public in 
general has put increasing responsibility on the 
physician to care for patients suffering from it. In 
fact, alcoholism is now considered to be our fourth 
most serious public health problem, being out- 
ranked only by mental illness, heart disease, and 
cancer, This presents not only an obligation but 
also an unusual opportunity for the medical profes- 
sion to try to help solve one of mankind's oldest 
and most universal afflictions. 

Although these difficult and troublesome patients 
often tax one’s tolerance and skill to the utmost, 
more and more doctors are responding to the chal- 
lenge of pleas for help from the alcoholic and his 
family. Many of the crises that the alcoholic faces 
are medical in nature, and the physician may be in 
a unique position to start the patient on the road to 
recovery. 

Therapy 

Attitude of Physician.—Before undertaking treat- 
ment the therapist must first examine and clarify 
his own attitudes. Any feelings of contempt, ridi- 
cule, disgust, superiority, or criticism are quickly 
detected by the alcoholic and will negate efforts to 
be of help. The patient undoubtedly has already 
been sufficiently condemned by others, including 
himself, so the physician can afford to be charitable 
and objective. 


From the Department of Psychiatry, University of Washington 
School of Medicine, and the Shadel Hospital. 

Read before the Section on Nervous and Mental Diseases at the 108th 
Annual Meeting of the American Medical Association, Atlantic City, 
June 10, 1959. 


PSYCHOTHERAPY OF ALCOHOLISM 


Frederick Lemere, M.D., Seattle 


The traditional medical approach to the treat- 
ment of alcoholism has been sobering-up techniques 
followed by physical and mental rehabilitation. The 
physical care of these patients is reasonably satis- 
factory, but the psychotherapeutic results leave 
much to be desired. If one takes the trouble to fol- 
low the progress of these patients over a period, 
it will be found that most of them have relapsed. 
Theoretically, psychotherapy should be the answer 
to alcoholism. That it has not been is due to many 
factors, among which are the complex nature of the 
disease, social pressures to drink, the escape value 
of alcohol, and the need for a more definitive attack 
on the drinking problem itself. 

It is generally agreed that the only cure for 
alcoholism is total and permanent abstinence. Al- 
though this is not always attainable, because of 
resistance on the part of the patient, the therapeutic 
goal should be lifelong sobriety. 

Recognition of Problem.—The first step toward 
this objective is to get the patient to recognize that 
he has a drinking problem. This is by no means easy 
to accomplish, for, once the alcoholic admits this, 
he must consider giving up what appears to have 
become an indispensable crutch or way of life. The 
fear of having to live without alcohol will drive the 
victim to lie about, deny, minimize, and rationalize 
his drinking. It does little or no good to argue with 
the patient over whether he is an alcoholic or not, 
since he may react only by bolstering his defenses 
with the statement that he can drink or leave it 
alone and proceed to try to prove the former. 


ae 
| 
A 
: 
a 
r 
= 
| 
| 


Vol. 171, No. 3 


The existence of a drinking problem can some- 
times, however, be brought out by asking the pa- 
tient in a sympathetic manner whether his health 
has suffered from excessive drinking. Has drinking 
caused him to feel physically run down, mentally 
sluggish, or nervous? Has it interfered with his 
work through time loss or inefficiency? Has it 
caused dissension at home with his wife and 
family? Has it led to trouble with legal authorities 
or to arrests? Have there been any “blackouts” 
when he didn’t remember what he was doing when 
drinking, any delirium tremens or convulsions, or 
any previous hospitalizations or treatments for 
drinking? It may even be advantageous to confront 
the patient with some of his transgressions, as re- 
ported by his wife or employer, provided the physi- 
cian remains neutral and simply asks whether these 
accusations are true or not. If the patient still 
denies having a drinking problem, there is no point 
in pursuing the subject further except to help him 
to sober up and tend to his physical needs as they 
arise. 

Sooner or later (and this may be many years 
later) the alcoholic may admit to having a problem 
and ask what can be done about it. At this juncture 
the physician must be explicit about there being 
only one real remedy for this ailment and that is to 
stop drinking. The admonition to “cut down on the 
drinking” is not only useless but a great disservice, 
for it gives the patient an authoritative excuse for 
many more years of disastrous imbibing. The pa- 
tient may still reject sobriety as a solution for his 
problem, in which event the physician can only 
await further developments. 

Although others may profitably put pressure on 
the alcoholic to stop drinking, the doctor should do 
so only if there is a serious physical complication 
such as cirrhosis or delirium. It is proper to tell the 
patient that because of these or other reasons he 
should stop drinking, but too frequent warnings 
will only serve to drive him away. The best time to 
talk to a patient about quitting is the first day or two 
after a drinking bout when he is in the depths of a 
hang-over and remorse. The physician should al- 
ways assure the patient that assistance will be forth- 
coming at any time he requests it and is willing to 
cooperate with a treatment program. 

The most challenging time of all comes when 
the patient finally decides for himself that he must 
stop drinking and asks for help. The doctor’s in- 
fluence and support are invaluable, especially if he 
has carried the patient through several alcoholic 
crises in the past. An attempt to find out why the 
patient drinks is an essential part of any treatment, 
but this usually needs to be reinforced by a more 
direct attack on the drinking habit itself. Disulfiram 
(Antabuse), conditioned-reflex aversion methods 
where available, Alcoholics Anonymous, and minis- 
terial help are valuable adjuncts to therapy. Fre- 
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quent contacts with the patient, such as an office 
call once a week for a vitamin B injection and a 
few friendly words of encouragement, often help. 
The mutual respect between the doctor and the 
alcoholic who is trying to conquer his drinking 
brings moral support at a time when it is most 
needed. 

Education regarding the measures necessary for 
recovery is as important as with any other illness. 
Alcoholism can be explained as a susceptibility to 
the drug alcohol which has become a poison. One 
drink starts a chain reaction that leads inevitably 
to intoxication and disaster for this particular pa- 
tient. The question of will power is not one of being 
able to take a few drinks and quitting but of not 
taking the first drink. The factors that have led the 
patient to seek escape should be corrected if pos- 
sible. Marital misunderstandings should be dis- 
cussed, occupational stresses reduced, more healthy 
recreational pursuits encouraged, and personal re- 
sentments and conflicts aired. The informed and 
interested personal physician can often do all of 
this as well as or better than the psychiatrist, be- 
cause of his close rapport with the patient. 

Attitude of Family.—The alcoholic’s family may 
present as much of a problem as the patient, and 
they may demand that something be done about 
him. When legally permissible, enforced hospitali- 
zation for a few days’ sobering up or commitment 
for several months is often necessary, but the family 
and not the doctor should take the responsibility 
for this. Usually there is nothing that can be done 
if the patient refuses help, and this must be ex- 
plained to the relatives. They can be advised that 
nagging at the alcoholic does no good and that 
protecting him from the consequences of his drink- 
ing only postpones the day of decision for absti- 
nence. In other words, neither the patient's doctor 
nor his relatives can do much until he himself de- 
cides to stop drinking. Only then can effective help 
be given in the way of all the praise, support, en- 
couragement, and assistance possible for someone 
who is trying to overcome a difficult and serious 
disease. 

Summary 

The psychotherapy of alcoholism requires a 
definitive approach to the special problems posed 
by this disease. The therapist must have an in- 
formed, noncritical, and genuine interest in helping 
these patients overcome their drinking problem. 
The patient must first be convinced that he has a 
drinking problem and then educated as to the neces- 
sity for total and permanent abstinence. Next, he 
must be motivated to want to stop drinking. Only 
then can he be helped to sobriety and the solution 
of some of the more deeply seated factors that have 
contributed to his alcoholism. 


308 Medical Dental Bldg. (1). 
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Since the advent of venous shunt surgery there 
is a new outlook for patients suffering from bleed- 
ing esophageal varices due to portal hypertension.’ 
In the literature are multiple reports dealing with 
the criteria for preoperative evaluation and man- 
agement of possible candidates for venous shunt 
surgery for portal hypertension due to Laennec’s 
cirrhosis.’ So far there is no report that deals with 
the preoperative evaluation and management of 
patients suffering from portal hypertension due to 
Schistosoma mansoni. It is the purpose of this com- 
munication to present our experience with 41 cases 
of portal hypertension due exclusively to infection 
with S. mansoni and in which a venous shunt was 
performed successfully in 38 instances out of a 
possible 40, since one patient had had an occluded 
portacaval shunt and splenectomy performed else- 
where. 


Material and Methods 


The 41 patients all had proved cases of schisto- 
somiasis.* The diagnosis was established by rectal 
biopsy, examination of stools, skin test, and liver 
biopsy.* Liver biopsies were obtained in every in- 
stance at operation, and in none was there histo- 
pathological evidence of postnecrotic, Laennec’s, or 
biliary cirrhosis, hemochromatosis, or other gran- 
ulomatous disease. A history of alcohol intake was 
obtained in three patients. The liver biopsy showed 
the classic picture of schistosomiasis involvement. 

The pathogenesis of this type of portal hyper- 
tension can be better understood by a considera- 
tion of the part of the life cycle of this parasite in 
the human being. Schistosoma ova are laid in the 
venules of the mucosa and submucosa of the colon 
and rectum, from where some of them are swept 
into the portal venous system; as they lodge in the 
intrahepatic portal venules, multiple and extensive 
portal venous embolism occurs, leading to the 
typical lesions. These consist of a foreign-body type 
of reaction with granuloma formation known as the 
pseudotubercle. The pseudotubercle heals by scar- 
ring, thus obstructing the portal venous system.” If 
these changes are extensive, portal hypertension is 
produced and this, in turn, results in the develop- 
ment of collateral venous channels, congestive 
splenomegaly, and, in some instances, ascites. 
Periportal fibrosis of variable degree is encoun- 


From the departments of medicine and surgery, University of Puerto 
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SHUNT SURGERY FOR PORTAL HYPERTENSION DUE 
TO SCHISTOSOMA MANSONI 


EVALUATION AND MANAGEMENT IN FORTY-ONE CASES 


Mario R. Garcia-Palmieri, M.D., Francisco L. Raffucci, M.D., Luis A. Diaz-Bonnet, M.D. 


José F. Bernal-Rosa, M.D., San Juan, Puerto Rico 


J.A.M.A., Sept. 19, 1959 


Communication between the portal vein 
and the vena cava was established surgical- 
ly in 31 patients to relieve portal hyperten- 
sion and hemorrhage from esophageal 
varices after infestation with Schistosoma 
mansoni. The remaining 10 patients under- 
went operations of other types, including 
splenorenal shunt in seven cases, but this 
operation has been discontinued. Liver biop- 
sies were obtained in every instance at 
operation, and the nature of the infestation 
was confirmed by rectal biopsy, fecal exam- 
ination, and skin testing. Of the 38 patients 
in whom the venous shunt surgery was suc- 
cessful, all have remained free from esopha- 
geal bleeding. It has been objected that 
such venous shunts open a direct passage 
for parasitic ova from the intestine to the 
lungs and so predispose to later develop- 
ment of pulmonary hypertension. This risk 
must be weighed against the more imme- 
diate danger that the unoperated patient 
may die of exsanguination due to bleeding 
esophageal varices. 


tered, but the hepatic parenchyma in this condi- 
tion is relatively well preserved as compared to 
that in Laennec’s or postnecrotic cirrhosis. 

In our series, 21 patients were under 20 years 
of age and 31 were under 40. The oldest patient 
was 60 years old at the time of operation and the 
youngest was 8. There were 30 males and 11 
females. 

Thirty-three patients had bled from esophageal 
varices, while the remaining eight had proved 
esophageal varices and associated hypersplenism. 
Of the patients who had bled 15 were subjected 
to operation after the first hemorrhage, 7 after 
the second episode, and 4 after the third. The re- 
maining seven withstood more than three episodes 
of bleeding, and one patient had seven severe 
hemorrhages. 

Splenomegaly was present in 39 patients, and in 
1 a splenectomy had been performed previously. 
The spleen was greatly enlarged, and in some in- 
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stances it reached the iliac crest. It was firm and 
nontender, with a sharp edge, and the splenic 
notch was evident. Visible dilated superficial ab- 
dominal veins were observed in 15 patients; 7 had 
ascites, and cutaneous spiders occurred in 8. Loss 
of axillary hair, testicular atrophy, and liver palms 
were each seen in three instances, while gyneco- 
mastia occurred twice. 

The liver was enlarged in 36 patients; it was 
hard, firm, and nontender, and the left lobe was 
often felt to be prominent below the xyphoid. 
Jaundice was never encountered preoperatively. 

Laboratory evaluation of liver function included 
determinations of serum albumin, globulin, biliru- 
bin (Watson), and alkaline phosphatase levels, 
cephalin-cholesterol flocculation, sulfobromophtha- 
lein (Bromsulfalein) excretion (5 mg. per kilogram 
of body weight in 45 minutes), thymol turbidity, 
prothrombin time, and levels of total cholesterol 
and esters. Recently serum glutamic oxalacetic and 


Results of Liver Function Tests 
Abnormal 


Cases, Results, 
No. No. 
Cephalin-cholesterol flocculation (Hanger’s test) 41 36 
Alkaline phosphatase level ...............000000 32 18 
Cholesterol level 
Sulfobromophthalein retention ................. 41 2 
Serum glutamie pyruvie transaminase level .... 16 2 
Serum glutamie oxalacetic transaminase level .. 15 5 


pyruvic transaminase levels were determined. The 
results obtained are shown in the table. The dis- 
tribution of patients according to sulfobromophtha- 
lein retention in 45 minutes was as follows: 0-5%, 
19 patients; 6-10%, 8; 11-20%, 7; and 21-35%, 7. 

Secondary hypersplenism was encountered in 37 
cases. Anemia was not utilized as a criterion for 
hypersplenism, since in some instances it could 
have resulted from bleeding, associated hookworm 
infestation, or other condition. Neutropenia was 
considered present when there were less than 
2,500 white blood cells per cubic millimeter and 
thrombocytopenia when the platelet count was less 
than 125,000 per cubic millimeter. These results 
were corroborated by repeated examinations. Bone 
marrow studies were performed in all cases. 

Esophageal varices were demonstrated by both 
esophagogram and esophagoscopic studies in all 
patients. Splenoportograms also confirmed the pres- 
ence of esophageal varices. Examinations of the 
heart, including chest film and electrocardiogram, 
were performed to ascertain the presence of pul- 
monary hypertension due to associated pulmonary 
schistosomiasis.° 


SHUNT SURGERY—GARCIA-PALMIERI ET AL. 


109/269 


Patients admitted to the hospital with active 
bleeding were treated with esophageal tamponade, 
blood replacement, electrolyte and fluid regula- 
tion, preventives for hepatic coma, and vitamin ad- 
ministration. Once the esophageal balloon was 
removed, the patients were given antacids and 
anticholinergics to reduce gastric secretion and 
reflux which could precipitate esophageal bleed- 
ing.’ Protein feeding was temporarily reduced or 
discontinued during and after an episode of hemor- 
rhage to avoid ammonia intoxication, but even- 
tually the patients were allowed a_ high-fat, 
high-carbohydrate diet. Menadione was admin- 
istered daily to every patient, and in some instances 
vitamin K, oxide had to be given a few days prior 
to operation in order for adequate prothrombin 
levels to be reached. All patients who were anemic 
were given transfusions so as to increase their hemo- 
globin level to 12 Gm. per 100 ml. of blood prior to 
operation. This measure was also helpful in some 
patients with a low serum albumin level. 

At least 3 liters of typed and crossmatched 
blood was available for the surgical procedure 
and for those patients with marked thrombocyto- 
penia on whom a portacaval shunt was to be 
performed; platelet-rich blood collected in silicone- 
coated plastic bags was utilized to replace blood 
loss. Recently neomycin has been given orally 
before the operation in order to eliminate the 
ammonia-producing bacterial flora of the colon. 
Portography has been done in all cases immediate- 
ly before or during the operation as an aid to de- 
termine the anatomy of the portal system." 

Endotracheal anesthesia was utilized in all cases; 
ether, nitrous oxide, thiopental (Pentothal) sodium, 
and succinylcholine have been the agents given, 
usually in combination. Immediate postoperative 
management has included intravenous alimentation 
with dextrose solution and replacment of electro- 
lytes as needed. Hourly determination of urine 
output, as well as of hemoglobin levels, has been 
performed for the first 24 hours and fluids and 
blood administered as determined by these studies. 
The patients were observed for bleeding, onset of 
jaundice, mental changes, and flapping tremors.” 
Whenever a patient develops symptoms or findings 
suggestive of impending hepatic coma he is treated 
with adequate fluid and electrolyte regulation, 
neomycin given orally, elimination of dietary pro- 
tein, intravenous administration of monosodium 
glutamate, nasally given oxygen, and _ intestinal 
cleansing. The surgical procedures performed in 
our patients were as follows: splenectomy alone 
(2), Merendino’s operation (1), portacaval shunt (31), 
and splenorenal shunt (7). Use of splenorenal 
shunts was discontinued, since it is our feeling that 
this procedure does not offer as adequate decom- 
pression of the portal system as a direct end-to-side 
portacaval shunt. 
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There have been four deaths in the entire series, 
but two of these cannot be ascribed to either the 
surgery or the liver disease. One patient died after 
cardiac arrest during anesthesia and the other pa- 
tient had, on the sixth postoperative day, a cerebral 
hemorrhage that was verified at autopsy. The other 
two deaths were due to hepatic coma, one of which 
occurred after the patient had bled profusely from 
the operative wound due to a defect in the clotting 
mechanism. Thus, the corrected mortality is 5% 
(2 out of 39). 

Comment 

The accepted criteria for the selection of patients 
for venous shunt apply mainly to those with portal 
hypertension due to Laennec’s cirrhosis or extra- 
hepatic obstruction. As portal hypertension due to 
infection with S$. mansoni involves a different patho- 
logical process, we could have anticipated some 
difference in the evaluation and management of 
these patients. The fact that 11 of the 33 patients 
who bled had withstood three or more hemorrhagic 
episodes without going into hepatic coma may in- 
dicate a better hepatic reserve in patients with this 
disease. 

Although a higher incidence of complications has 
been encountered in patients with cirrhosis with an 
abnormal cephalin-cholesterol flocculation, this has 
not been our experience in patients with portal 
hypertension due to schistosomiasis, in whom an 
abnormal cephalin-cholesterol flocculation is a rela- 
tively frequent finding. This we explain on the 
basis of an associated raised serum globulin level, 
which probably represents a response of the retic- 
uloendothelial system to the antigens in the adult 
worm and ova.” Thus, we do not consider an ab- 
normal cephalin-cholesterol flocculation a contra- 
indication for surgery. A marked prolongation of 
the prothrombin time should be considered a con- 
traindication to surgery unless it can be returned 
to normal by the administration of either menadione 
or vitamin K, oxide. 

A serum albumin level of less than 3 Gm. per 
100 ml. of blood was found in 11 patients, and of 
these 2 died—one from a cerebrovascular accident. 
It is our impression that, even if the serum albumin 
level cannot be raised over 3 Gm. per 100 ml. of 
blood, operation must be performed, since even- 
tually the patient may die of exsanguination. In the 
four patients who died, the sultobromophthalein 
retention in 45 minutes was 0%, 4%, 32%, and 24% 
respectively. 

Different figures to illustrate the ability to vis- 
ualize varices by x-rays have been reported in the 
literature.'° Our experience shows that varices can 
be demonstrated in nearly all cases of portal hyper- 
tension due to schistosomiasis with a single esoph- 
agogram, since only in one instance it had to be 
repeated to be able to demonstrate the varices. 
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This probably is explained on the basis of the high 
portal pressures in patients with the disease and 
the care of our radiodiagnostician during this ex- 
amination. 

Hypersplenism can lead to severe thrombocyto- 
penia, and we prefer to replace operative blood 
loss with platelet-rich blood so as to avoid post- 
operative bleeding due to aggravation of the throm- 
bocytopenia by the administration of bank blood. 
The effect of end-to-side portacaval shunt on the 
hypersplenism will be the subject of another com- 
munication.'' Splenoportography prior to operation 
is an extremely helpful measure in deciding the 
type of surgical procedure to be performed and to 
rule out cases of extrahepatic obstruction with as- 
sociated schistosomiasis. 

Although jaundice is rare in patients with schisto- 
somiasis with hepatic involvement, its presence is 
reason for suspecting associated disease and it is, 
therefore, a contraindication to operation. Like- 
wise, a marked elevation of the serum glutamic 
pyruvic transaminase level indicates active liver 
disease of probably other than a Schistosoma origin, 
since in our series the highest value obtained was 
56 Sigma-Frankel units. 

Among the patients operated on who survived 
there has been no further esophageal bleeding. 
Two patients died of a bleeding duodenal ulcer at 
another hospital, and autopsies revealed patent 
portacaval shunts without esophageal varicosities 
and verified bleeding duodenal ulcers. Another 
late death occurred in a patient who developed 
marked pulmonary hypertension due to pulmonary 
schistosomiasis. The latter case may indicate that 
shunt surgery can represent a hazard; if the liver, 
which acts as a trap, is bypassed, the ova from the 
intestines are allowed to reach the lung. Neverthe- 
less, it is difficult to decide whether a patient should 
be subjected to the risk of developing pulmonary 
hypertension years later or should be allowed 
to die of exsanguination due to bleeding esophageal 
varices. Thus, it is felt that portacaval shunt should 
be performed in patients with portal hypertension 
due to schistosomiasis, since the collateral circula- 
tion already present forms shunts which allow the 
direct passage of the ova into the lungs. Follow-up 
study of our cases will demonstrate if there is in- 
creased risk of development of pulmonary hyper- 
tension after operation. 


Summary 


Of 40 patients with portal hypertension due to 
Schistosoma mansoni with liver involvement, 38 
had successful venous shunt surgery and 2 died. 
Abnormality of the cephalin-cholesterol flocculation 
had no bearing on the outcome of the operation. 
Marked retention of sulfobromophthalein (Brom- 
sulfalein), above 20%, may be important in pre- 
diction of survival after operation. 
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Jaundice and elevation of the pyruvic transami- 
nase level, although rare in patients with schisto- 
somiasis, may point to intercurrent liver disease; 
this condition calls for postponement of the opera- 
tion. Splenoportography is a valuable adjunct to 
the diagnosis and aids in the decision of the type 
of operation. Portacaval shunt is the ideal pro- 
cedure, even in the presence of splenomegaly and 
hypersplenism. 


This study was supported by grants from the National 
Institutes of Health, U. S. Public Health Service. 
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PROGRESS IN CONQUEST OF PARALYTIC POLIOMYELITIS 


Alexander D. Langmuir, M.D., Atlanta, Ga. 


We are now entering the fifth year of the great 
national program for the conquest of paralytic 
poliomyelitis through the use of Salk vaccine. Much 
has been accomplished; much remains to be done. 

At the Communicable Disease Center of the 
Public Health Service we have had the privilege of 
charting the progress of this campaign. Through 
constant reports from state health departments, 
laboratories, hospitals, and all agencies both official 
and private, a continuing surveillance of poliomye- 
litis in the nation has been maintained. 

The epidemiologic facts speak for themselves. 
What has been achieved is evident; what needs to 
be done is compelling. The essential conclusion is 


Chief, Epidemiology Branch, Communicable Disease Center, Public 
Health Service, U.S. Department of Health, Education, and Welfare. 

Read in the Symposium on the Viruses before the Section on General 
Practice at the 108th Annual Meeting of the American Medical Asso- 
ciation, Atlantic City, June 9, 1959. 


that the program, as far as it has gone, is working 
well, but we have failed to use the present pre- 
ventive measures effectively. Completion of the 
immunization program should lead to the essential 
elimination of paralytic poliomyelitis from the 
United States. 

Figure 1 shows the annual attack rates for total 
reported cases since 1910. One can see the unique 
epidemic year of 1916 and then the relatively low 
and variable incidence until the early 1940's, the 
sharp upward trend from 1942 to the record epi- 
demic year in 1952, the moderately high rates in 
1953 and 1954, and the steep downward trend in 
the past four years. In 1958, however, the smooth 
decline was halted. The total of reported cases was 
about 6,031, at least 500 hither than the final total 
for 1957, an increase of almost 10%. 
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Incidence in 1958 


The story for paralytic cases is more disturbing. 
In 1958 a higher proportion of total reported cases 
was paralytic. The increase in paralytic cases in 
1958 over 1957 was 25%. This is the danger signal 
that warns us all that the task ahead may be diffi- 
cult. 
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. 1.—Annual incidence of poliomyelitis in the United 
States, 1910-1958. 


The seven states where attack rates for paralytic 
cases exceed 3 per 100,000 in 1958 are shown in 
figure 2. A major epidemic occurred in Detroit; 
epidemics of considerable severity also occurred in 
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dominant, as shown by Dr. Gordon Brown at the 
University of Michigan, but some type 3 cases also 
occurred. Sixty per cent of the cases were in per- 
sons under 5 years of age. Only 5% of the patients 
had received three doses of vaccine. 

The paralytic cases were concentrated in the 
central sections of the city. These are the areas of 
poorest socioeconomic conditions, greatest crowd- 
ing, most poverty, and also lowest level of polio- 
myelitis immunization. Only a slight scattering of 
cases occurred in the peripheral areas of the city, 
where the middle-class and upper-class homes are 
located and where the population is relatively well 
immunized. When attack rates are calculated for the 
central areas of the city alone, epidemic levels are 
found that exceed all previous records in the city. 
These rates were 18 times higher than those in the 
peripheral areas. 

The nonparalytic cases also tended to concentrate 
somewhat in the center of the city, but many more 
cases occurred throughout the peripheral areas, too. 
Many of these turned out to be cases of aseptic 
meningitis which simulated nonparalytic poliomye- 


Fig. 2.—Location of high incidence of paralytic cases of poliomyelitis in 1958. 


the metropolitan area of northern New jersey and 
in the Virginia-West Virginia mountains. Small 
localized epidemics appeared in San Antonio, 
Texas, and in a Blackfoot Indian reservation in 
Montana. 

The epidemic in Detroit was by far the most 
severe in the nation. Over 625 cases were reported. 
One-half were paralytic. Type 1 virus was pre- 


litis but were actually due to ECHO and Coxsackie 
viruses. These should not properly be counted as 
part of the poliomyelitis epidemic. 

In the northern New Jersey epidemic a total of 
136 cases was reported. Seventy-five per cent were 
paralytic; both types 1 and 3 virus were prevalent. 
Forty-six per cent of cases were in persons under 5 
years of age. Only 4% of patients had received three 
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doses of vaccine. The cases were concentrated in 
densely crowded urban areas in the eastern part 
of Essex and in Hudson counties. As in Detroit, 
the epidemic was localized to unvaccinated pre- 
school-age children in sharply defined geographi- 
cal locations. The better-vaccinated suburban pop- 
ulations in this broad metropolitan area were 
largely spared. 

In the Virginia-West Virginia area, 29 mountain 
counties were involved. A total of 202 cases were 
reported, of which three-fourths were paralytic. 
Fifty-seven per cent were in persons under 5 years 
of age. Only 6.2% of patients had received three 
doses of vaccine. This epidemic was more extensive 
in its distribution than the ones in Detroit and New 
Jersey, but still it was confined largely to economi- 
cally depressed soft-coal-mining communities, where 
vaccination against poliomyelitis had been largely 
ignored. 

For the nation as a whole, state health depart- 
ments have in recent years reported detailed infor- 
mation about individual cases to the Poliomyelitis 
Surveillance Unit. In 1958 almost half the total 
paralytic cases were in persons under 5 years of age. 
Of these preschool-age children, only 8.1% had re- 
ceived three doses of vaccine, yet a survey con- 
ducted in August, 1958, indicated that 45% of such 
children in the nation as a whole had received the 
full three-dose course of immunization. Thus cases 
were, to a large extent, limited to unvaccinated chil- 
dren under 5 years of age. From such figures, it is 
possible to make rough estimates of a vaccine 
effectiveness of 75% or better. 
Present Incidence 

Figure 3 shows the weekly incidence of reported 
cases of poliomyelitis in the nation for the present 
year in comparison with 1958 and 1957 and selected 
previous years. The incidence in the first five months 
of this year clearly has been higher than that in 
1958; in fact, almost double. Whether this reflects 
the relatively high rates last year or presages an- 
other high year coming up, only time will tell. In 
past years the incidence levels in April and May 
have not been useful indicators of future events. It 
should be emphasized, however, that the present 
levels this year are still low in contrast to those of 
previous years other than 1958, even including 1942, 
which was the record low year in the past two 
decades. 

Comment 

The epidemiologic evidence reported to the 

Poliomyelitis Surveillance Unit points clearly to the 


following conclusions: 1. The marked downward 
trend of poliomyelitis in the past four years is due 
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in large part to the immunization program. 2. The 
main residual problem in the conquest of para- 
lytic poliomyelitis is the immunization of those 
segments of the population that are now unimmu- 
nized or only poorly protected. Preschool-age chil- 
dren in low-income groups deserve first-priority 
attention. 

Every city and many rural areas have their prob- 
lem areas. These are potential Detroits. To achieve 
effective levels of immunization in these areas will 
require careful planning and joint action on the 
part of the local medical societies, the local health 
departments, the local chapters of the National 
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Fig. 3.—Current incidence of poliomyelitis as compared 
with that in selected other years. (Data provided by National 
Office of Vital Statistics.) 


Foundation, and all interested civic and community 
groups. In many areas immunization services will 
have to be taken directly to the needy areas. Tradi- 
tional methods may have to be modified to meet 
these needs and to achieve high levels of protection. 
Once full immunization has been attained, a con- 
tinuing program of inoculation of all newborn in- 
fants must be maintained. 

With leadership of this type, of which the United 
States can be justly proud, we can look forward 
with confidence to the complete elimination of the 
paralytic form of the disease. This goal is within 
reach. 


50 Seventh St. N. E. (23). 
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The best-known and most frequent indication for 
pericardiectomy in patients with chronic pericar- 
ditis is the presence of disability due to cardiac 
constriction or tamponade. However, during the 
past four or five years we have encountered certain 
patients with recurrent idiopathic pericarditis who 
developed severe disability of a different type.’ 
These patients showed a prolonged, smoldering, 
febrile illness with chest pain, constitutional symp- 
toms, and pleuritis. The end-result was a state of 
almost total invalidism characterized by multiple 
hospitalizations, inability to work regularly, and 
severe financial hardship. Unlike most patients with 
idiopathic pericarditis, who recover spontaneously 
and remain well, all of these patients failed to 
respond to treatment including antibiotics and 
antituberculosis therapy, and two of them failed to 
respond to treatment with steroids. Eight such pa- 
tients have been treated by pericardiectomy; all 
eight have been restored to good health and have 
been free of recurrences to date. 

These patients presented a fairly consistent clini- 
cal picture. All had chest pain which showed the 
distribution and qualities characteristic of peri- 
carditis. Confirmatory findings included audible 
pericardial friction rubs, electrocardiographic abnor- 
malities, and roentgenographically visible changes 
in the cardiac silhouette. All patients showed cer- 
tain constitutional symptoms such as fever, malaise, 
weakness, easy fatigue, and weight loss of varying 
degree. Confirmatory laboratory signs included 
leukocytosis, increased sedimentation rate, anemia, 
and sometimes reversal of the albumin-globulin 
(A/G) ratio. All patients showed evidence of pleu- 
ritis, with pleural effusions visible on at least one 
roentgenogram of the chest; pleural rubs were also 
present in most cases. Two patients had developed 
some evidence of constriction by the time they came 
to surgery, although operation had originally been 
recommended primarily to arrest the smoldering 
illness rather than on the basis of constriction. 

This brief clinical summary might of itself fail to 
convey a true impression of the degree of disability 
in these patients. In fact, physicians unfamiliar with 
the problem tend to underestimate the severity of 
the illness, because the patients seem to improve 
significantly with bed rest alone. However, the proc- 
ess reactivates on slight physical exertion, and the 
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INVALIDISM DUE TO RECURRENT IDIOPATHIC. PERICARDITIS WITH 
RECOVERY AFTER PERICARDIECTOMY 


Harry F. Zinsser, M.D., William S. Blakemore, M.D., Charles K. Kirby, M.D. 


Julian Johnson, M.D., Philadelphia 
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Experience with eight cases of recurrent 
idiopathic pericarditis has led to the con- 
viction that it can cause a form of invalidism 
quite different from that usually seen in 
chronic pericardial constriction or tampon- 
ade. Two of the eight cases are described in 
detail to illustrate the recurrent chest pain, 
fever, malaise, and resulting severe disa- 
bility. Various forms of medical treatment 
did not relieve the symptoms. In all cases as 
much as possible of the diseased pericardium 
was removed through a sternum-splitting in- 
cision, symptoms were relieved, and the 
patients returned to work. 


patient cannot return to gainful activity. This type 
of disability has been fully documented in previous 
papers ' which included tables and individual case 
reports for the first six patients. The other two are 
reported here in detail. One patient underwent op- 
eration somewhat earlier than was usual in these 
patients, since he was admitted originally to one of 
our medical wards where he was cared for by 
physicians familiar with the concept of early peri- 
cardiectomy. The course in the other patient was 
more typical, with a longer delay before the smol- 
dering illness was ultimately terminated by peri- 
cardiectomy. 
Report of Cases 


Case 1.—A 49-year-old man was admitted to the 
Hospital of the University of Pennsylvania on Aug. 
11, 1958, with chest pain of two weeks’ duration 
which had not responded to treatment by his fam- 
ily physician. The pain was aggravated by respira- 
tion, coughing, and changes in body position; it was 
present anteriorly but also radiated posteriorly into 
the shoulders and neck. He felt more comfortable 
leaning forward and could not tolerate recumbency. 
A pericardial rub was heard on occasion, and the 
electrocardiogram showed changes compatible with 
pericarditis. He recalled an identical illness a year 
earlier which had subsided after three days of home 
treatment. 

His history included known hypertension, for 
which he was being treated in our outpatient hyper- 
tension clinic. His hypertension had been discov- 
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ered on routine examination when he had been 
hospitalized in April, 1956, in the thoracic surgical 
service, for evaluation of a “suspicious chest 
shadow” detected 10 months earlier by a routine 
photofluorogram. This represented a calcified para- 
tracheal node, and routine studies including bron- 
choscopy had proved unremarkable. 

In addition to pain he had persistent fever, 
tachycardia, malaise, and anorexia. Laboratory tests 
revealed anemia, leukocytosis (about 17,000 per 
cubic millimeter), a corrected sedimentation rate 
of 34 mm. per hour, and slight reversal of the A/G 
ratio. Roentgenographic studies of the chest showed 
bilateral pleural effusions and an increased cardiac 
silhouette on comparison with older films. An an- 
giocardiogram showed an unopacified area external 
to the cardiac chambers, indicating the presence of 
either pericardial thickening or effusion. No spe- 
cific etiology for the pericarditis could be deter- 
mined, despite multiple tests to rule out collagen 
disease, tuberculosis, and viral or bacterial infec- 
tion. The venous pressure was only 85 mm. H.O, 
and no signs of pericardial constriction were present. 

Prophylactic antituberculosis therapy with isonia- 
zid, 100 mg. three times daily, and streptomycin, 
1 Gm. daily, was administered for 13 days pre- 
operatively. On Sept. 3, 1958, the pericardium was 
removed extensively through a vertical sternum- 
splitting incision. Grossly the pericardium showed 
fibrous thickening and was adherent at a few points, 
but it was easily removed from the entire lateral 
surfaces of the right and left ventricles and from 
the anterior half of the diaphragmatic surface. 
Microscopic sections showed pericardial thickening 
due to increased fibrous tissue with focal infiltra- 
tions of lymphocytes. Special stains and cultures 
gave negative results, and the diagnosis was acute 
and chronic pericarditis of unknown etiology. Post- 
operatively his course was essentially uneventful 
and he was discharged from the hospital on Sept. 
20, 1958. Therapy with isoniazid was continued for 
several months postoperatively. He has been em- 
ployed since the end of October, 1958, and has been 
entirely free of recurrences to date. 

Case 2.—A 37-year-old man developed anterior 
and posterior chest pain in March, 1958. The pain 
radiated into the shoulders and neck and was ag- 
gravated by respiration, coughing, and movements 
of the body or trunk. A diagnosis of pleurisy was 
made and he was hospitalized elsewhere by his 
family physician. When the illness continued, he 
was transferred to another hospital on or about 
April 15, 1958, and underwent extensive studies 
without a definite diagnosis being reached. He im- 
proved somewhat and returned home during the 
second week of May, 1958, but the illness flared up 
within a few days. He was then seen in consultation 
by another physician who diagnosed pericarditis 
and recognized the similarity of his illness to that 
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of three cases reported before the American Clinical’ 
and Climatological Association on Oct. 28, 1957.'* 
Arrangements were then made for admission to the 
Hospital of the University of Pennsylvania on 
May 29, 1958. 

A review of his previous records disclosed evi- 
dence compatible with the diagnosis of pericarditis, 
including electrocardiographic abnormalities and 
roentgenographically visible changes in size of the 
cardiac silhouette. His fever and leukocytosis had 
subsided, but the corrected sedimentation rate was 
33 mm. per hour, and a slight anemia persisted. The 
patient recalled a similar illness of brief duration 
a year earlier, which had subsided promptly after 
several days of home treatment. Since he felt better, 
he was anxious to avoid surgery if at all possible 
and was discharged from the hospital on June 5, 
1958. 

He then remained well until October, 1958, when 
he increased his physical activity and noted a grad- 
ual return of malaise, weakness, easy fatigability, 
and occasional chest pain of moderate severity. In 
November his electrocardiogram again showed ab- 
normalities, suggesting reactivation of the pericardi- 
tis. He restricted his activity sharply and was able 
to continue work by resting in bed evenings and on 
week-ends. He improved somewhat but had several 
recurrences of pain and fever during the end of 
November and early December. At this time every- 
one concerned agreed to the recommended surgery, 
and he was admitted to our service on Dec. 18, 1958. 

Prophylactic antituberculosis therapy with isonia- 
zid, 100 mg. three times daily, and streptomycin, 
1 Gm. daily, was administered for 13 days pre- 
operatively. No evidence of pericardial constriction 
was present. On Dec. 31, 1958, the pericardium was 
removed extensively through a midline sternum- 
splitting incision. Grossly the pericardium was 
thickened and adherent but was easily separated 
by blunt dissection. Microscopic studies revealed 
thickening due to edematous connective tissue with 
infiltration by lymphocytes and macrophages. Spe- 
cial stains and cultures were negative, and the diag- 
nosis was chronic pericarditis of nonspecific type. 

Postoperatively his recovery was essentially un- 
eventful except for a transient arrhythmia which 
reverted to normal before an electrocardiogram 
could be recorded. Clinically this suggested a 
paroxysmal atrial tachycardia or flutter; therapy 
with quinidine was continued prophylactically and 
the rhythm remained normal. He has returned to 
work without evidence of further difficulty. 


Comment 


Patients with idiopathic pericarditis generally 
recover completely after one or even several acute 
attacks, and the disease has characteristically been 
referred to as “benign.” However, experience sug- 
gests that in certain of these patients it fails to fol- 
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low a benign course. Cases of chronic idiopathic 
pericardial effusion with tamponade have been re- 
ported,’ and the possible relationship of acute be- 
nign pericarditis to subsequent constrictive pericar- 
ditis has been explored.** Our cases illustrate a 
different form of disability due to chronic idiopathic 
pericarditis. These patients developed a state of 
invalidism characterized by recurrent episodes of 
fever, pain, pleuritis, and constitutional symptoms. 
This illness failed to respond to medical treatment 
but was terminated in all cases after pericardiec- 
tomy. It is proposed that this form of invalidism 
represents an indication for pericardiectomy, en- 
tirely apart from considerations of constriction or 
tamponade. 

It is sometimes difficult to decide when peri- 
cardiectomy has become indicated in these patients. 
In general, operation should be recommended when 
the patient enters a definite smoldering phase. The 
tricky point is the tendency of the disease to subside 
on bed rest. The patient always hopes to avoid 
operation, and the physician hesitates to recom- 
mend a major surgical procedure for an_ illness 
which seems to subside promptly and conceivably 
may never recur. For these reasons most patients 
suffered through a prolonged period of disability 
before pericardiectomy was finally performed. The 
stage of invalidism can be shortened as more phy- 
sicians become familiar with the problem, e. g., 
case 1. However, some degree of delay is both 
inevitable and justifiable if one is to be certain that 
the patient is sufficiently incapacitated to warrant 
operation. From a practical viewpoint a “trial of 
duty” may be the best test in doubtful cases. Sur- 
gery is clearly indicated when recurrent attacks 
prevent sustained gainful activity. 

All patients received prophylactic antituberculo- 
sis therapy preoperatively despite the failure to 
detect evidence of tuberculosis on multiple studies. 
This precaution was considered essential, in order 
to avoid the hazard of invading and spreading an 
untreated tuberculous process that might have es- 
caped detection. Prophylactic treatment was usually 
continued postoperatively until tuberculosis had 
been ruled out by appropriate bacteriological and 
pathological examinations of excised tissue. None of 
the eight patients showed any improvement which 
could be attributed solely to the antituberculosis 
therapy. 

Various other forms of medical treatment were 
also tried without real success. On careful analysis 
apparent improvement initially credited to certain 
drugs proved instead to be related primarily to bed 
rest; the seemingly favorable response could not be 
maintained when physical activity was resumed. 
The list of medicaments used included antibiotics, 
gamma globulin, and steroids. We personally have 
not favored the use of steroids on both practical and 
theoretical grounds which have been discussed in 
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detail elsewhere.'” Instead we believe that in good 
hands pericardiectomy represents a potentially bet- 
ter method of treatment for this group of patients 
than would long-term steroid therapy with all its 
worrisome side-effects. 

This new indication for pericardiectomy follows 
the modern trend toward earlier operation in those 
patients who are likely to require pericardial sur- 
gery eventually. As discussed elsewhere ' this trend 
began when Holman and Willett ° recommended 
earlier treatment for tuberculous pericarditis and 
suggested that pericardiectomy could be performed 
with greater ease during the stage of effusion than 
later after constriction had developed. They pointed 
out that tuberculous pericarditis posed a twofold 
problem for the physician of (1) controlling infec- 
tion and (2) combatting mechanical effects deleteri- 
ous to the circulation. This concept of early treat- 
ment of tuberculous pericarditis has been extended 
to include nontuberculous patients with idiopathic 
pericarditis who required operation for mechanical 
reasons, such as for the treatment or prevention of 
cardiac tamponade.* The successful use of pericar- 
diectomy to terminate long-smoldering idiopathic 
pericarditis recognizes the other half of the twofold 
problem, and it represents an attempt primarily to 
control infection rather than to relieve constriction. 

The exact mechanism whereby pericardiectomy 
terminated the chronic febrile illness in these pa- 
tients is not entirely clear. Presumably excision of 
diseased tissue resulted in control of a “focus of 
infection” in the pericardium. On_ theoretical 
grounds it has seemed logical to remove as much 
of the diseased pericardium as possible, and a 
sternum-splitting technique has been employed to 
provide the necessary exposure. Intuitively, one 
would suspect that inadequate pericardiectomy 
might fail to bring the infection under control. This 
proved to be the case in one patient who under- 
went button biopsy elsewhere and did not improve 
until the diseased pericardium was more widely 
excised. This form of biopsy has been proposed as 
a method of diagnosis and treatment of patients 
with pericarditis.” While the method provides tissue 
for diagnosis and relieves the tamponade due to 
pericardial effusion, it does not remove sufficient 
pericardium to terminate smoldering infection or 
to prevent future constriction. Early extensive peri- 
cardiectomy does have all these advantages and 
thus seems to represent a more complete approach 
to the problem, particularly from the viewpoints of 
controlling infection and preventing future con- 
striction. 

Summary 


Chronic idiopathic pericarditis can produce a 
form of disability differing from the well-recog- 
nized effects of cardiac constriction or tamponade. 
Eight patients developed invalidism characterized 
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by recurrent episodes of fever, pain, constitutional 
symptoms, and pleuritis. All were restored to health 
by pericardiectomy. 
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EDUCATION OF THE LOCAL PHYSICIAN IN CIVIL DEFENSE 


Alphonse McMahon, M.D., St. Louis 


Since the first atomic blast, we have been del- 
uged with mountainous volumes of print, photo- 
graphs, and films. These have all been designed to 
alert us to the dreaded possibilities resulting from 
potential blasts. Strangely enough, almost any ad- 
ditional attempt to stimulate civic action for defense 
is met with a lethargy that is both appalling and 
frightening. The President of the American Medical 
Association, recognizing the patency of this fact and 
in an effort to arouse the profession, has stated that 
this complacency and apathy is shared by many 
medical and health personnel.’ The too familiar ex- 
pression “it can’t happen here” has governed the 
actions of many. 

The Committee on Disaster Medical Care, pre- 
viously called the Committee on Civil Defense, of 
the Council on National Defense of the American 
Medical Association, has nevertheless carried on a 
continuing disaster educational program extended 
to state civil defense and disaster committees and 
through them to the general membership of state 
and county medical societies. The state medical as- 
sociations have been urged to use their journals for 
frequent publication of articles devoted to civil de- 
fense and to incorporate into the programs of their 
annual sessions subjects of a similar nature.” An 
annual conference of the civil defense committees 
of the county medical societies is sponsored by the 
Council on National Defense of the American 
Medical Association (see THE JouRNAL, Sept. 12, 
pages 189-225). 


Chairman’s address, read before the Section on Military Medicine 
at the 108th Annual Meeting of the American Medical Association, 
Atlantic City, June 10, 1959. 


There are many physicians who have failed 
to meet the demands of what may prove to 
be a very present and urgent necessity. Since 
it can be assumed that the newer types of 
missiles and nuclear blasts threaten devasta- 
tion of civilian concentrations far removed 
from any combat area, there is no longer 
any reason for differentiating between war 
zones and large cities when it comes to 
medical preparedness for mass-casualty 
care. Whether physicians are motivated to 
action by patriotism, love of humanity, up- 
holding of their professional oath, or self- 
preservation, they cannot avoid their respon- 
sibilities to become familiar with civil defense 
activities, for they are the reservoirs of the 
medical knowledge that must be imparted. 


In spite of these efforts on the part of those phy- 
sicians and laymen dedicated to the task of main- 
taining the health and integrity of the United States 
in the event of a lethal attack, there are many 
physicians who have failed to meet the demands of 
what may prove to be a very present and urgent 
necessity. The example set by dedicated physicians 
in many states should encourage others to do like- 
wise in their communities. The Chairman of the 
Council on National Defense of the American 
Medical Association has said: “Indeed, to meet our 
responsibilities as physicians, we must expand medi- 
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cal civil defense preparedness to include all mem- 
bers of the medical and health professions in every 
community. . . . The American Medical Association 

. wants to encourage the medical profession to 
participate, individually and collectively, in medical 
civi) defense affairs.” * 

‘ou will be spared a recounting of the many ex- 
amples which would serve to prove the dominating 
lethargy that engulfs some physicians and many lay 
people. Physicians are all too familiar with them. 
With these in mind, however, I wish at this time to 
invite attention to a responsibility that cannot fall 
elsewhere save on the shoulders of physicians. The 
director of the Office of Civil and Defense Mobiliza- 
tion (OCDM) has said: “The challenge that is be- 
fore all of us is to make certain that our nation and 
its people survive any disaster that might be di- 
rected against us. We at the national level of civil 
defense and defense mobilization can make all kinds 
of plans and plan all kinds of actions. Nevertheless, 
it is you at the local level of civil defense who will 
be the decisive factor if we are ever attacked.” 

Two striking events have literally forced a recog- 
nition of the necessity for action. First, there is the 
increasing fury of thermonuclear explosions which 
have a potential of devastation that dwarfs the 
mightiest earthquake or volcanic eruption recorded 
in history. Along with this new explosive force have 
come the guided missiles, with ranges calculated in 
thousands of miles and with a sneed that renders 
defense at present practically impossible, thus mak- 
ing vulnerable any city, town, or county in which 
we live. Secondly, the varying temperatures of the 
cold war now fluctuate more erratically than ever 
due to the complexity of international affairs. 

These events should convince us that, in our time, 
eternal vigilance is not only the price of liberty but 
also the price of life itself for all our people. The 
director of the OCDM made a most significant 
statement in this regard when he said: “We must 
keep firmly in mind, at al! times, that it takes more 
than government to create a strong civil defense. 
Equally important are people and their own person- 
al preparations to survive. This is basic. So much of 
the country could be affected by a nuclear attack 
that no one would be able to help anyone else.” 


Preparation for Disaster 


Even a cursory glance at the news and the re- 
ports of the many activities, governmental and 
civilian, concerned with the effects of a nuclear at- 
tack establish at least one certainty, that physicians 
within miles of the zero-point of blast can be sure 
they will have more near-dead, burned, sick, 
shocked, and irradiated people than they can even 
begin to comprehend in advance, much less care 
for at the time of disaster. These facts make it self- 
evident that individuals must be prepared to meet 
disaster and to protect themselves and their families 
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for periods as long as two weeks entirely without 
help from the outside.’ Self-aid may be the sine 
qua non of survival. 

Proper, or even adequate, care for everyone will 
be impossible, regardless of how much we pride 
ourselves on doing the impossible. The real ques- 
tion will be, how many people can receive survival 
care? The answer to this question will depend not 
so much on personal skill at that time as on ad- 
vanced preparation for such disaster. An officer in 
the Medical Corps of the Army has succinctly ex- 
pressed the answer to this question in the following 
statement: “Survival during the initial stages after 
a disaster is predicated largely on the initiative 
and preplanning of the individual; later, continued 
survival depends on the prior planning of the com- 
munity.” ° It is this aspect of the physician’s role in 
national defense that I wish to discuss. 

What are the responsibilities of the physician 
for this advanced preparation? Certainly, there is 
no simple answer to such a question, but I think 
we may find some guidance from the past experi- 
ences of the military. 

Mass-casualty potential in military combat has 
always been a matter for extensive preplanning and 
training. Under combat conditions there have never 
been enough doctors and nurses to insure adequate 
sare for all casualties. The solution has been the 
thorough training of paramedical personnel, non- 
commissioned officers and enlisted men, in the fun- 
damentals of care of the injured. They are variously 
designated as medical technicians, hospital corps- 
men, company aid men, and medical airmen. These 
groups of men have, quite literally, extended the 
skills and multiplied the hands of our medical of- 
ficer personnel, providing effective aid with brav- 
ery, through all our conflicts, particularly those of 
World War II and Korea. Without the assistance 
of these highly trained personnel who braved the 
dangers of the battlefield to bring confidence, un- 
derstanding, immediate assurance, and lifesaving 
techniques to the wounded, our mortality rates in 
these wars would have been much higher. 

The possibility of thermonuclear explosions has 
created new problems. In the first place it has 
increased the casualty potential in the military to 
the point that even the well-developed groups of 
paramedical personnel of the armed services are 
now considered to be inadequate to meet the re- 
quirements of these casualties. In addition, it can 
be assumed that there will be a tremendous loss 
of civilian professional and nonprofessional medical 
personnel as well as numerous medical facilities, 
further increasing the medical problems.” As a re- 
sult, the Navy has reorganized and strengthened 
the long-standing general requirement for first-aid 
training. In the words of the Secretary of the Navy: 
“The disastrous potentialities of thermonuclear, nu- 
clear, biological, and chemical warfare attack ren- 
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der it imperative that an intensive Navy-wide pro- 
gram of augmented, modernized, and standardized 
first aid and self-aid training be conducted on a 
continuing basis.” 

It can be assumed that the newer types of mis- 
siles and nuclear blasts threaten devastation of civil- 
ian concentrations far removed from any “combat 
area.” It is apparent that there is no longer any rea- 
son for differentiating between war zones and 
large cities or other strategic locations when it 
comes to medical preparedness for mass-casualty 
care. 

As civilian physicians, then, we must extend our 
effectiveness in times of community disaster by de- 
veloping and training paramedical personnel, as 
has been done in the military. This has been spe- 
cifically recommended in the report of the Com- 
mission on a National Emergency Medical Care 
Plan of the American Medical Association.’ To 
accomplish this, each physician should, in his own 
neighborhood or community, make it his personal 
responsibility to assemble and to train a group of 
persons in the fundamentals of first aid and surviv- 
al procedures. At the same time the physician, 
broadening his scope of activities beyond his own 
limiting professional activities, should coordinate 
the activities of nurses, paramedical personnel, res- 
cue workers, ambulance drivers, and hospital per- 
sonnel in order to form an efficient medical team. 
In times of disaster, these would be his immediate 
assistants; in preparation for disaster, they would 
also serve by instructing the rest of the community 
in the fundamentals of first aid. According to the 
director of health services, OCDM, “Widespread 
health education, inciuding first aid and home nurs- 
ing training, is a fyndamental step toward survival 
and we in the health professions have the teaching 
job to do.” 

Resources for Training 

This is not so great a task as it initially might 
appear to be, because of exist'ng resources. In al- 
most every community there are persons with vary- 
ing degrees of training in first aid: Red Cross aids, 
Boy Scouts, Girl Scouts, reserve and retired mili- 
tary personnel, some of the latter with combat ex- 
perience—all of these can be marshalled as poten- 
tial instructor assistants. Also, in most localities, the 
administrative machinery has already been organ- 
ized in accordance with civilian defense plans. 
Some physicians are already participating. Some 
have perhaps been avoiding the issue because they 
did not have a plan for teaching or did not know 
about available material that would make teaching 
easier and more interesting. Not all are experienced 
in organizing instructional material or in teaching. 
Perhaps, for these reasons, many physicians have 
not risen to the challenge, even though they have 
appreciated the need. 
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In this area there are also resources available. 
The Army, the Air Force, the Navy, the Red Cross, 
the OCDM, and others have prepared a number 
of pertinent manuals and training aids for use in 
first-aid classes. On request they will provide such 
materials to the extent their supplies permit. 


Navy Training Course 


I am somewhat more familiar with a Navy De- 
partment publication which appears to have partic- 
ular pertinence to the subject at hand. This publi- 
cation bears the rather formidable title “Syllabus of 
Lesson Plans for Teaching First-Aid, Self-Aid and 
Related Duties in Mass Casualty Situations of Con- 
ventional, Nuclear, Biological, and Chemical War- 
fare to All Nonmedical and Certain Groups of Med- 
ical Personnel of the U. S. Navy.” It is divided into 
some 18 major topics, with a lesson plan for each. 
Each plan includes objectives, training aids, and a 
plan of presentation for each class session. An ap- 
propriate condensation of pertinent subject matter 
for each lesson is also included. 

Keyed to each lesson are new films on first aid. 
These are unique in first-aid training in that they 
comprise a unified series in which the treatment of 
specific injuries is subordinated to the full assess- 
ment and treatment of the injured persons. Serious 
injuries can thus be recognized even when they are 
overshadowed by immediately evident injuries of 
less serious consequence. 

The key to the general plan of presentation is to 
be found in the film entitled “First Aid for the In- 
jured—Introduction.” This film presents a system- 
atic approach for determining the nature and ex- 
tent of a victim’s injury and the over-all principles 
for treatment and handling. Details of treatment 
are depicted only to the extent necessary to demon- 
strate the system. Each subsequent film in the 
series centers on an injury or procedure of a specific 
kind, but in each case the observer is led to the de- 
termination of the type of injury via the system 
of examination set forth in the introductory film. 
This minimizes the possible oversight of significant 
injuries and mishandling of the victim. An excep- 
tion to this general pattern is found in three films 
on splinting and two on special techniques of han- 
dling. These are essentially “how to do it” or “drill” 
films. 

In general, the subjects are arranged in order of 
urgency of treatment: asphyxia, bleeding, fractures, 
burns, heat stroke and heat exhaustion, handling, 
and transportation. There is no separate film on 
shock. In this series of films shock has been con- 
sidered as a concomitant always present, in at least 
some degree, in every injured person; hence, pro- 
cedures for its treatment are included in each of the 
films. 

It must be recognized that in training of para- 
medical personnel we cannot expect to provide 
sufficient background to assure the degree of judg- 
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ment expected of a physician. However, in a catas- 
trophe the paramedical personnel surviving may be 
required to perform many of the emergency pro- 
cedures carried out by professional personnel when 
available. The degree of training will often depend 
on the ability of the teacher and the receptivity 
and earlier basic training of the paramedical per- 
sonnel. 

We must settle for direct and practical instruc- 
tions for, say, 95% of the practical situations en- 
countered. We should not, therefore, evaluate ma- 
terials for instruction as medical school graduates 
but in terms of the kind of judgments that the in- 
telligent but medically untrained layman can make. 
One of the major objectives in preparing these films 
has been to provide directness of approach and ac- 
ceptable simplification. 

One aspect of simplification is explicitness. Con- 
sider, as an example, the problem of organizing an 
effective hour of instruction on how properly to 
handle casualties of all types to insure safe treat- 
ment and transportation. 

Remember that to the physician the admonition 
“handle carefully” has a different specific meaning 
for various types of injury, but to the uninformed it 
tends only to suggest a kindly frame of mind and 
a solicitude which, alone, will not prevent a 
pinched spinal cord or a severed artery. How 
would one proceed? Without assistance it would 
be a difficult assignment. 

On the other hand, consider the same assign- 
ment it the discussion were organized along the 
lines of the syllabus and the practical exercises 
around a short training film. These aids provide 
an interesting and sound basis of training of in- 
structors, with the minimum reasonable expendi- 
ture of time and effort. 

Used in its entirety, the syllabus is well designed 
for medical officers’ and nurses’ refresher courses 
and for those who are to serve as their assistants 
and as first-aid instructors. For these, its complete 
presentation provides an advanced and desirably 
standardized background essential to teaching. As 
such, it can serve as the basic material to be used 
in the instruction of the paramedical team who will 
extend this work to all members of the community. 
With a motivated audience of persons of advanced 
comprehension, the teaching time for the complete 
syllabus has been estimated at 20 hours. Thus, with 
some 20 hours of teaching, and perhaps another 10 
of general organization work, a trained team or 
cadre will have been developed, ready to carry 
the instruction forward to every man, woman, and 
child of the community, be it a small town or a city 
block. As paramedical assistants face their task of 
instructing less prepared and less motivated audi- 
ences, it will be obvious that a modification of the 
instructional material provided in the syllabus will 
be required. 
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Comment 


I have mentioned the other armed services, the 
Red Cross, and the OCDM as sources of training 
material. Relative to this, I should not fail to indi- 
cate other available sources, such as the medical 
schools affiliated with the MEND program, the Na- 
tional Committee on Radiation Protection Control, 
the Bureau of Standards, the Division of Biology 
and Medicine of the United States Atomic Energy 
Commission, and two committees of the National 
Academy of Science-National Research Council, 
one on the genetic effects of atomic radiation and 
the other the advisory committee on civil defense. 
These sources can provide basic literature of every 
type, a more than ample supply for the require- 
ments of the physician. 

Communities need the help of physicians, and 
physicians will receive the active cooperation of 
local television and radio facilities and the inter- 
est and support of fraternal organizations, women’s 
clubs, and businessmen’s groups, all of whom, if 
the necessity for such instruction is brought to their 
attention, will join in these efforts and will make 
first-aid instruction a vital part of their programs. 

The following quotation from the American Med- 
ical Association special study report is especially 
significant: “In all previous wars, while the medical 
profession has been an important adjunct to com- 
bat and military activities it has nonetheless been 
no more than an adjunct. In the future all-out, 
mass-type warfare, plans for the employment of the 
medical and allied professions prior to combat and 
the effectiveness with which their skills and re- 
sources are applied immediately afterward will 
determine whether the nation lives or dies.” ’ 

Whether physicians are motivated to action by 
patriotism, love of humanity, upholding their pro- 
fessional oath, or just plain down-to-earth self-pres- 
ervation, they cannot avoid their responsibilities in 
these matters, for they are the reservoirs of the 
medical knowledge necessary to be imparted. 

634 N. Grand Ave. (3). 
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VALUE OF INDWELLING CATHETERS IN INTRAVENOUS THERAPY 
DESCRIPTION OF NEW NEEDLE AND CATHETER SET 
Hans J. Gritsch, M.D. 


Carter M. Ballinger, M.D., Salt Lake City 


Infiltration is a frequent, unhappy accompani- 
ment to intravenous infusions or blood transfusions.: 
It often occurs at most inconvenient times, perhaps 
interfering with critical blood replacement during 
surgery. Some of the difficulty can be obviated by 
splinting the extremity carefully and placing the 
needles correctly away from a joint. In small veins, 
as in young children, or collapsed veins, as in shock 
victims, the physician can usually attain greater 
success by performing a cut-down and inserting a 
catheter into the vein under direct vision. Physi- 
cians have long recognized other advantages from 
the use of an indwelling catheter—infiltration is 
almost impossible; repeated painful, time-consum- 
ing venipunctures are avoided; and a “sure” means 
of administering fluids, blood, and blood substitutes 
rapidly during medical and surgical emergencies 
can be provided. 

To avoid the time-consuming surgical procedure 
of a cut-down with the sacrifice of a vein (be- 
cause it is tied off) in order to insert a catheter 
in patients with accessible large-caliber veins, 
Meyers ' and others have considered the use of a 
catheter passed through a large-bore needle and 
then connected by a smaller needle to the infusion 
set in all patients requiring infusion or transfusion. 
This has a number of advantages: the tip of the 
catheter is advanced to a site of larger vein cali- 
ber and greater blood flow,* the risk of leakage 
from the puncture site is minimized, needle dis- 
lodgment is prevented, and greater freedom of 
movement is given. In fact, this idea was mentioned 
by Forssman * in 1929 and led eventually to the 
technique of cardiac catheterization. In comparison 
with usual venipunctures some of the disadvantages 
of this “catheter-passing” procedure are that a 
larger needle is required; it is a more cumbersome 
technique than simple venipuncture; sterile drapes, 
gloves, and instruments must be used, requiring 
more preparation which results in a greater cost to 
the patient; and the smaller needle inserted inside 
the catheter limits the flow of fluid and may inter- 
fere with rapid blood replacement. 

When we became dissatisfied with this “catheter- 
passing” technique, but were still anxious to give 
our patients the advantages of a catheter, we were 


glad to try the plastic needle described by Massa 

Instructor, Division of Anesthesiology, University of Utah (Dr. 
Gritsch) and Assistant Professor and Director, Division of Anesthesi- 
ology, University of Utah, and Director, Department of Anesthesiology, 
Salt Lake County General Hospital (Dr. Ballinger). Dr. Gritsch is 
now at the Department of Anesthesiology, Universitaetsklinik, Anich- 
strasse, Innsbruck, Austria. 


A newly available disposable sterile 
needle and catheter set, the Deseret Intra- 
cath, consists of a thin-walled needle through 
which a self-contained polyethylene or poly- 
vinyl catheter may be passed into a vein by 
manipulation through a sterile plastic sleeve 
attached to the needle at the factory. After 
the catheter has been passed, the hub of 
the needle provides the connection to the 
intravenous apparatus when it is withdrawn 
from the vein and pulled over the flanged 
proximal end of the catheter. This unit has 
now been used in over 500,000 cases. It 
satisfies equipment needs for copious and/or 
prolonged intravenous therapy in patients 
with accessible veins. 


and co-workers.* This consists of an inside 3-in. 
19-gauge needle whose point extends beyond the 
end of an outer beveled polyethylene catheter at- 
tached to a %s-in. 16-gauge blunt needle (fig. 1). The 
venipuncture is accomplished with the inner 19- 
gauge needle, which is then withdrawn as che outer 
16-gauge needle catheter assembly is threaded up 
the vein. The needle and catheter assembly has the 
following advantages: 1. The large needle allows 
rapid fluid administration. 2. The flexible catheter 
insures continued presence of the fluid pathway 
into the vein, in spite of movement. In our experi- 
ence it has the following disadvantages: 1. It is 
more difficult to insert the plastic needle into the 
vein than ordinary needles of the same caliber. 
2. Once the inner needle has been withdrawn from 
the outer. catheter it cannot be reintroduced. 3. The 
inner needle is somewhat difficult to withdraw from 
the catheter; attempts to withdraw it have led to 
damage of veins. 4. The catheter is short and can- 
not be threaded far into a vein. 5. The unit must be 
sterilized and packaged by the consumer. 6. The 
tightly fitting catheter sometimes cracks and can 
then easily come off the needle, leak, or slide up the 
vein. 7. The unit is somewhat costly and hence 
is not used as often as perhaps desirable. The 
problems associated with the use of this plastic 
needle Jed us to look for a device which would 
more nearly satisfy our requirements and avoid the 
pitfalls of the plastic needle. 
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During recent months an inexpensive, disposable 
catheter and needle unit called the Deseret Intra- 
cath, which offers the advantages of a catheter 
without the disadvantages of the hospital-prepared 
catheter-passing set or the plastic needle described 
above, has come to our attention. Available com- 


Needle stylet 
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the ethylene oxide gas process.’ (Frequent bac- 
teriological examinations have determined that this 
method of sterilization is satisfactory.°) 

Insertion of the Intracath catheter (fig. 3) is a 
four-step procedure. 1. Venipuncture is performed 
in the usual manner with the large-bore needle. 


Plastic cannula 


Fig. 1.—Plastic needle, consisting of inner 3-in. 19-gauge needle (stylet) whose tip projects beyond end of tapered 
catheter (plastic cannula) which fits over outer blunt 0.375-in. 16-gauge needle. 


mercially in a sterile packet, the Deseret Intracath 
consists of a thin-walled large-bore 1.5-in. needle 
and a silicone-coated polyvinyl 8-in. catheter * con- 
tained in a sterile plastic sleeve (fig. 2). The unit 
comes in three sizes: no. 50, large, with a 14-gauge 
needle for insertion and a catheter whose internal 
diameter corresponds to the internal diameter of a 
16-gauge needle; no. 100, medium, with 16-gauge 
needle for insertion and catheter with internal 


2.The polyvinyl catheter is advanced through the 
needle well into the vein, by manipulation from the 
outside through the flexible plastic sleeve. (During 
this maneuver blood flow through the catheter, and 
hence correct position in the lumen of the vein, can 
be ascertained by the observation of blood dripping 
into the transparent sleeve.) Before removal of the 
needle a dry cotton ball is placed over the puncture 
site and taped firmly in place. 3. The catheter is 
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flanged catheter is secured 


Enlarged catheter end 
seats in needle hub. 


Siliconized 
Catheter 
Fig. 2.—Schematic cross section of Intracath. After catheter has been passed, flanged end fits snugly in special needle hub. 
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Needle 
Guard 


Needle serves as connection to intravenous set after it has been withdrawn from vein. 


diameter of an 18-gauge needle; and no. 150, small, 
with a 19-gauge needle and a catheter with internal 
diameter of a 2l-or-22-gauge needle. Each of the 
three sizes has a blunted tip and a flanged proximal 
end. The assembled unit is contained in a sealed 
plastic package which is sterilized in the factory by 


held in position by external digital pressure on the 
vein cephalad to the piercing point and the needle 
is withdrawn from the puncture site out of the vein 
over the catheter. 4. The needle hub is pulled 
snugly over the flanged distal end of the catheter 
so that it attaches to the catheter, the plastic bag 
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which held the catheter is removed, and finally the 
intravenous set is attached to the needle, which 
now serves as an adapter. Insertion of the larger 
needle can be made relatively painless by a prior 
injection of a local anesthetic intradermally with 
a 27-gauge needle at the contemplated punc- 
ture site. 

In our opinion the Intracath has the following 
advantages over the improvised catheter insertion 
sets prepared in many hospitals: 1. It is sterile and 
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catheter that would impede the fluid flow. The ad- 
vantages of the Intracath over the plastic needle 
are easier insertion of the needle and the catheter, 
greater choice of sizes to fit varying needs, that it 
comes ready to use, that the catheter is long enough 
to be threaded so far into the vein that it will not 
become dislodged with movement of the patient's 
extremity, and that the cost of the Intracath is such 
that it can be used on almost all patients requiring 
infusion or transfusion. 


Fig. 3.—Technique of insertion of Intracath in antecubital vein: A, venipuncture; B, catheter is advanced by manipulation 
inside sterile sleeve; C, needle is withdrawn while catheter is held in place; and D, intravenous tubing is attached after 
catheter is pulled securely into needle and plug and sleeve removed. 


ready to use, thus eliminating the need for a sterile 
surgical set-up. 2. While the siliconized polyvinyl] 
tubing slips easily in the thin-wall needle, still the 
tubing fits snugly in the needle. Because there is so 
little difference in size between the puncturing 
needle and the final indwelling catheter, usually no 
leakage occurs at the puncture site. 3. Because of 
the special flange on the proximal end of the cath- 
eter a leakproof fit is obtained between the original 
needle hub and the catheter, thus obviating the 
need for insertion of a smaller needle inside the 


Other uses for these siliconized catheter and 
needle sets which have been suggested include 
artificial insemination; prolonged drainage of fluid 
from body cavities; collection of blood from ani- 
mals; collection of blood from blood donors, espe- 
cially blood for platelet transfusions; and oxytocin 
(Pitocin) infusions for obstetric patients. Because 
the Deseret Intracath appeared to meet most of the 
criteria for a desirable set listed above, we decided 
to subject it to more rigorous trial before accepting 
it for general use. 
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Clinical Study 


We have now tested over 1,000 of the Deseret 
Intracaths at the University of Utah College of 
Medicine affiliated hospitals, and we have found 
they satisfy our criteria for a desirable catheter set 
for copious and/or prolonged intravenous therapy 
in patients with accessible veins. The Intracath has 
been employed in intravenous infusions, blood 
transfusions, and pressure transfusions. We have 
also used it for continuous monitoring of venous 
and arterial pressures during extensive surgical 
procedures. For prolonged fluid administration the 
catheter has usually been left in place as long as 
required; it was removed earlier only when signs 
of local irritation or tenderness developed at the 
site of insertion, along the vein, or over the tip of 
the catheter. To date over 500,000 of these units 
have been used in other hospitals in the United 
States, Canada, and foreign countries. 

The use of this catheter set was carefully studied 
in 127 patients (121 adults and 6 children) under- 
going all types of surgical procedures. Many of 
these were emergency procedures or operations 


TasLe 1.—Incidence of Local Reaction to Polyvinyl 
Catheter in 127 Patients 


Uncoated Coated 
No. with No. with 
Catheter Removed, Local Local 
Postoperative Day No. Reactions No. Reactions 
3 2 35 2 
5 36 6 
3 1 23 4 
1 1 2 
1 
1 


necessitating rapid blood administration. For pro- 
cedures in which the anesthesiologist had limited 
or no access to the patient's extremities during the 
operation the catheter was of particular value. 
Once the catheter was properly inserted we en- 
countered no “intravenous” difficulty; this permitted 
the anesthesiologist to give undivided attention to 
the anesthesia. 

Few complications of a technical nature were 
encountered: in 127 patients there were 5 in whom 
it was impossible to advance the catheter into a 
vein, 2 in whom there was difficulty with veni- 
puncture, one in whom there was leakage at the 
puncture site, but not a single instance of dislodg- 
ing of the catheter. Most of these complications 
were met early in our experience with this set. 
However, as we gained experience, insertion of the 
Intracath became as easy to perform as any other 
venipuncture. Insertion of the needle was accom- 
plished with greater ease if a larger vein was avail- 
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able. We also found decreased incidence of local 
irritation and phlebitis and better flow of liquid 
when a larger arm vein was used. Because move- 
ment does not dislodge the catheter there was no 
need to avoid the antecubital veins. Once the cath- 
eter and needle set was placed and firmly secured 
to the adjacent skin with adhesive tape there was 
nearly complete freedom of movement. This was 
especially appreciated when the patient had to be 
turned and also when the anesthesiologist had no 
access to a vein or extremity during the surgical 
procedure. The puncture site, in most of the pa- 
tients in this series, was either antecubitally in the 
basilic vein (69) or in the cephalic vein, on the 
wrist (36), forearm (9), upper part of the arm (6), or 
antecubitally (5). In two patients the puncture site 
was in a saphenous vein, in the leg. 

During operation we used the catheter for ad- 
ministration of liquids or blood, often under some 
pressure. Only once did we see leakage of blood 
around the catheter at the puncture site, in an aged 
patient with sclerotic veins. The leakage could be 
controlled with a small pressure dressing over the 
puncture site. 

The internal diameter of the large-sized catheter 
(no. 50) corresponds to the inner diameter of a 
16-gauge needle, thus allowing administration of 
large amounts of blood rapidly. During cardiac 
surgery with use of the cardiopulmonary bypass we 
have satisfactorily used the catheter for continuous 
monitoring of the venous and arterial blood pres- 
sure as well as for blood replacement before and 
after the bypass. 

The catheter was of great value in the recovery 
room. The fact that nurses could turn the patients 
frequently without fear of dislodging the needles 
probably aided in the prevention of postoperative 
pulmonary, skin, and vascular complications. Since 
the catheter also facilitated intravenous administra- 
tion of vasopressors, sedatives, and fluids during the 
postoperative period, a time when previously the 
infusion apparatus had often become dislodged, it 
was much appreciated by patients and staff alike. 

In some patients the catheter was removed in the 
recovery room. In others it was left in place for a 
longer period. In table 1 are listed the results of 
leaving the catheter in place for varying periods 
up to eight days. While local reactions occurred in 
28 patients, when we removed the catheter the in- 
flammation subsided spontaneously in all but one. 
This patient, a 68-year-old man who underwent a 
gastric resection, had a no. 50 (large) catheter in- 
serted preoperatively. He received fluids and blood 
through it without complications. On the third 
postoperative day some tenderness was noted over 
the catheter tip and along the vein, and the cath- 
eter was removed. Until his discharge one week 
postoperatively the patient offered no complaints 
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and the local reaction seemed to have subsided sat- 
isfactorily. One week later the patient was re- 
admitted with a temperature of 103 F (39.4 C), red- 
ness, swelling, and induration over the arm in which 
the intravenous catheter had been placed. Pulmo- 
nary embolism or infarction was excluded because 
of negative results of an x-ray examination of his 
chest. The patient was treated with anticoagulants 
and antibiotics. His temperature returned to normal 
and the local symptoms subsided in 24 hours, and 
he was discharged without further sequelae. Our im- 
pression was that this patient represented a case of 
ascending infection. Whether it was the result of 
the use of the Intracath or of medicaments given in 
the infusion we could not determine. The catheter 
used was an earlier polyvinyl version which was 
not siliconized. 
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Animal Tissue Study 


To test the relationship of local reactions, ma- 
terial of the catheter, and the time factor, we 
inserted polyethylene, uncoated polyvinyl, and sili- 
cone-coated polyvinyl tubing in five dogs (ad- 
mittedly a small series). The procedure in each 
case was as follows: The animal was anesthetized 
with pentobarbital administered intravenously in 
one limb vein. Each of the other extremities was 
used for the venous insertion of a length of tubing 
of one of the three different materials. The cut- 
down and tubing insertions were all done under 
sterile conditions. In order that the dog would not 
pull out or otherwise disturb the distal ends of the 
tubing, each was concealed by tying a knot in it 
and placing it subcutaneously. The skin incision 


Duration Macroscopic Appearance 
ot 
Dog Insertion, 
No. Days Polyethylene Polyvinyl 
Rune hediwes 1 Cellulitis around vein and perivascular tissue, vein patent, 
catheter plugged with thrombus 
Ris 2 Cellulitis (wound No swelling, 


infected), vein catheter plugged, 
patent vein patent 


ening of perivas- 
cular tissue 


Silicone-Coated 
Polyvinyl! 


Mild thiekening, 
vein patent, no 
cellulitis 


Vein patent, thick- Vein patent but thickened 


Microscopie Appearance 
Silieone-Coated 
Polyvinyl 

Acute inflamma- 
tion extending 
into adjacent 
tissue, local 
hemorrhage 
Severe response with polymorpho- 
nuclear cells in media, tunica adventitia 
thickened by proteinaceous material 
Subsiding inflam- Prominent inflam. Media indistinet, 
matory response matory response intimal hyaliniza- 
around vein with affecting media, tion, thickening of 
edema, polymor- mononuclear tunica adventitia, 
phonuclear cells, leukocytes and seattered mono 
and protein protein exudation nuclear leukocytes, 
exudation increased ground 
substance 


No acute reaction, Endothelial proliferation, fibrosis of 


Polyethylene Polyvinyl! 
Mild inflammatory Well preserved, 
response, hemor- no significant 
rhage changes 


Moderate inflam- 
matory response 


14 Veins thrombosed, perivascular tissue thickened 
considerable sub- wall beyond 
siding inflamma- 
tory reaction 
Dicugesescet oe 21 Catheter plugged; veins thrombosed; perivascular tissue Endothelial Endothelial Older process with 
thickened proliferation, proliferation, hyaline fibrous 


tissue, only 
remnants of 
media, polymor- 
phonuclear cells 
present 


little true 
reaction 


pigment-laden 
macrophages in 
wall beyond 


In our first series, with uncoated polyvinyl cath- 
eters, local reactions occurred in 6 of 14 patients 
(42.8%) when the cathete- was left in place for one 
or more days. This high incidence prompted fur- 
ther investigation on the part of the manufacturers 
and the subsequent coating of the catheters with 
silicone.‘ Thereafter, the incidence of local reaction 
was reduced to 19.4%. While we have not analyzed 
a similar series of patients who have had ordinary 
intravenous needles in place for infusions, it is our 
impression that the local reaction rate is this high 
or higher, if the needle is left in place this long. 
From this experience we recommend removing the 
catheters the second or third day. The catheter has 
been used by us in a series of 127 patients quite 
successfully, except for the one case mentioned 
above. As further refinement is achieved by the 
manufacturer it should be possible to leave the 
catheter in place for as long as intravenous therapy 
is needed. 


was then closed over the catheter with interrupted 
silk sutures. After intervals of one day, two days, 
three days, two weeks, and three weeks, vein sec- 
tions containing the catheter and the perivascular 
tissue were excised. The macroscopic appearance 
was noted and the tissue sections fixed in 10% for- 
maldehyde solution and prepared for microscopic 
examination. 

The results, presented in table 2, can be sum- 
marized as follows: (1) early inflammatory response 
and some hemorrhage, (2) subsiding of inflamma- 
tion within 72 hours, (3) late endothelial prolifer- 
ation and fibrosis of wall, and (4) slightly less re- 
action to the polyethylene than to the polyvinyl 
tubing. Although the manufacturer has realized the 
slight advantage which polyethylene tubing might 
provide, the physical characteristics of that material 
precluded its adaptation to use in the Intracath set 
until recently. The technical manufacturing prob- 
lem associated with the provision of polyethylene 
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catheter material for the Intracath has now been 
solved, so all of these units will be made from 
polyethylene tubing. This same tubing has long 
been used for cut-down insertion of a catheter. In 
at least one case the catheter was left in place for 
as long as 130 days, as reported in a published 
series.” 
Comment 

While this device is simple, inexpensive, and 
easy to insert, its routine use in intravenous ther- 
apy, treatment of shock (due to blood loss or 
“neurogenic” shock), and anesthesia has provided 
us with one more safety and comfort factor which 
has reduced patient morbidity and possibly mor- 
tality. This factor has actually simplified our pa- 
tient care in many ways in the operating and recov- 
ery rooms and on our wards. 

The length of time a patient may tolerate one of 
these indwelling catheters is variable: usually 48 
hours but sometimes much longer. While coating 
the catheters with silicone made little difference in 
the amount of tissue reaction in the animal study, 
clinically this modification has allowed longer use 
of these catheters. Now that polyethylene tubing is 
being used for the catheter, we expect the catheter 
may be left in the vein for considerably longer 
periods of time. Further clinical trials of this re- 
cently available polyethylene catheter are planned; 
it would seem likely that it will prove as satisfac- 
tory in the Intracath as it has been for cut-down 
catheters. It was recently pointed out that part of 
the reaction may be due to the catheter slipping in 
and out of the vein as the extremity is moved—that 
is, the catheter serves as a wick for introducing in- 
fection into the vein. Greater attention to mainte- 
nance of sterile conditions after insertion of the 
Intracath might reduce the incidence of reaction. 


Summary 


Intravenous catheterization is the most advan- 
tageous technique for prolonged trouble-free “sure” 
administration of liquids and/or transfusion of 
large quantities of blood rapidly during anesthesia, 
surgical procedures, and shock treatment. A newly 
available, disposable, sterile needle and catheter 
set, the Deseret Intracath, consists of a thin-walled 
needle through which a self-contained polyethylene 
or polyvinyl catheter may be passed into a vein by 
manipulation of the catheter through a sterile plas- 
tic sleeve attached to the needle at the factory. 
After the catheter has been passed up the vein, the 
ground-out hub of the needle provides the connec- 
tion to the intravenous apparatus after the needle 
has been withdrawn from the skin and pulled over 
the flanged proximal end of the catheter. 
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This unit has now been successfully used in over 
1,000 cases in the University of Utah College of 
Medicine affiliated hospitals. Our clinical investiga- 
tion has shown its widespread applicability—during 
surgery and anesthesia, in preoperative and post- 
operative care, and for all types of medical intra- 
venous therapy. Clinical and laboratory investiga- 
tion has shown that the silicone-coated polyvinyl! 
catheter can safely be left in place for at least 48 
hours. The incidence of local reaction was 19% in 
a series of 113 patients in whom the catheter was 
left in place up to eight days. None of the reactions 
was serious, and all subsided with removal of the 
catheter, 

Preliminary experience with a new type of sili- 
cone-coated polyethylene catheter indicates that the 
catheter may usually be left in place as long as fluid 
therapy is necessary, provided sterile precautions 
are exercised to prevent introduction of infection 
around the catheter. The low cost, ease of insertion, 
and widespread applicability of the Intracath rec- 
ommend its routine use in all intravenous thera- 
peutic procedures. 

2033 S. State St. (15) (Dr. Ballinger ). 


The microscopic examination was performed by Dr. 
Russell Jones, Department of Pathology, University of Utah. 

This sterile, disposable, intravenous catheter set, perfected 
from suggestions made by Dr. George O. Doherty and other 
Salt Lake City physicians, is manufactured by the Deseret 
Pharmaceutical Company, Sal! Take City. 
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With increasing frequency, the question is asked: 
“Are all hernias in infants bilateral?” No surgeon 
has done many herniorrhaphies in infants without 
encountering the distressing experience, after cor- 
recting a unilateral hernia, of having another make 
its appearance on the opposite side within a rela- 
tively few months. 

Until recently, when two articles appeared in the 
literature,’ surprisingly little has been written on 
this subject. In 1955 Rothenberg and Barnett ‘” 
wrote about a limited experience with bilateral ex- 
plorations in patients with unilateral hernias. They 
had 12 patients under one year of age, all of whom 
had contralateral hernias on exploration. In the 
group of 11 additional patients between the ages 
of 1 and 4 years, 64% had anatomic hernias on the 
opposite side. This experience is interesting, but 
conclusions drawn from so small a group of infants 
would hardly be statistically significant. Clausen 
and his co-workers ‘* undertook a most interesting 
review of this subject, in which 89 patients under 
2 years of age, with unilateral hernia symptoms, 
had contralateral explorations done. Fifty-one 
(57%) were found to have a sac of 2 cm. or great- 
er on the opposite side. 

Our interest in this problem has been present 
for a number of years, and an answer was sought 
by laying out a definite plan of action. Results of 
the plan are the basis for this paper. It will be the 
purpose of the paper to answer the question as to 
whether all children under 2 years of age should 
have bilateral explorations done, regardless of 
whether symptoms and signs are unilateral or bi- 
lateral. 

Analysis of Data 


Material.—In order to gain an understanding of 
the bilateral hernia problem in infancy, two groups 
of patients have been studied. In February, 1957, 
we began doing a series of 100 bilateral hernior- 
rhaphies in patients under 2 years of age who were 
seen for unilateral complaints and in whom no 
evidence could be found of a hernia on the opposite 
side. This group was studied in an effort to find 
out, through the experience of two or three sur- 
geons, how many infants would have anatomic 
hernias on the opposite side when symptoms oc- 
curred on only one side. By having three people 
do the herniorrhaphies, the same criteria of judg- 
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When it becomes necessary to perform 
herniorrhaphy on one side in young children 
it is also necessary to consider the advis- 
ability of exploring the other side for incipi- 
ent hernia. A group of 100 children under 
2 years of age underwent operation because 
of unilateral complaints without signs or 
symptoms of contrélateral hernia; neverthe- 
less exploration revealed evidence of contra- 
lateral hernia in 61 of these. A second group 
of 237 underwent unilateral herniorrhaphy 
without surgical exploration of the contra- 
lateral side; 73 of these were found later, in 
a follow-up study, to have undergone subse- 
quent contralateral herniorrhaphy at various 
times up to nine years after the first opera- 
tion. The disadvantages of operating twice 
are considerable. The authors recommend, 
instead, that all herniorrhaphies undertaken 
on children less than 2 years old be bilateral. 


ment could be applied to all cases. A second group 
of 237 cases was reviewed in which unilateral 
herniorrhaphy had been done in patients under the 
age of 2 years. These patients were followed either 
personally or by mail to ascertain whether they 
had developed a contralateral hernia later in life. 
This was done in order to gain some perspective 
as to whether the anatomic presence of a contra- 
lateral hernia would always result in the ultimate 
development of a symptomatic hernia. 

Sex Incidence.—Inguinal hernias occur predom- 
inantly in males. Writers on this subject feel that 
there is an 8:1 or 9:1 predominance of male in- 
fants. In the two groups of patients studied here, 
86 males and 14 females were operated on. In the 
group that was followed up, 177 (74%) were 
males and 60 were females. 

Race.—There were only 2 Negro children among 
the 100 patients operated on, while, in the follow- 
up series, 17 of 237 were Negroes. 

Location.—Clearly defined limits were set for 
determining the anatomic presence of a hernia 
when exploration was carried out. A sac 1 cm. or 
greater had to be present below the internal ring 
when no tension was exerted on the cord struc- 
tures in order for result of the exploration to be 
considered positive. In the case of the follow-up 
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group, operation with the finding and correction 
of a hernia would classify the patient as having 
a contralateral hernia. Figure 1 presents graphically 
the incidence of contralateral hernias found both 
in the operated group and in the follow-up group. 
Each of the bar graphs shows the incidence on a 
given side with the findings on the opposite side. 

Operated Group: It will be noted that four of 
five of the symptomatic hernias in the operated 
group originated on the right side; this finding is 
in keeping with the general experience of right- 
sided preponderance.” We found, on contralateral 
exploration, that there was a 57% incidence of posi- 
tive findings. Clausen and associates,"* with a larger 
series of 100 hernias on the right side, found a 47% 
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right was once again much greater than on the 
left. One hundred sixty-nine patients had inguinal 
herniorrhaphies on the right, with a subsequent in- 
cidence of contralateral herniorrhaphy of 32%. In 
a much smaller series of 68 patients with inguinal 
herniorrhaphies on the left, the incidence of con- 
tralateral herniorrhaphy at a later date was 28%. 
Age.—Figure 2 shows the results of the bilateral 
explorations in relation to the age of the patient at 
the time of herniorrhaphy. There were 52 patients 
under 6 months of age, 18 between 6 and 12 
months, and 30 between 1 and 2 years. Thirty-four 
(65%) of the patients under 6 months of age were 
found to have hernias on the contralateral side. In 
the 6-to-12-month age group, 10 (56%) had con- 
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Fig. 1.—Incidence of contralateral hernia in two groups of patients. 


incidence of positive findings on the left. In a 
smaller series, McLauthlin and Kleager* found a 
46% incidence of positive results on the left. 

In our much smaller group of 21 patients with 
hernias on the left side, there was a 71% incidence 
of positive sacs on the opposite side. The San 
Francisco investigators '* found a 50% incidence of 
contralateral sacs in 64 cases when the primary sac 
was on the left side. The Nebraska investigators ° 
found eight hernias on the right during 11 explora- 
tions when the initial hernias were on the left. 

Follow-up Group: In a series of 237 patients 
who had initial herniorrhaphies before the age of 2 
years and who were followed for varying periods up 
to 9 years, the incidence of herniorrhaphies on the 


tralateral hernias; 16 (53%) of the 1-to-2-year old 
children had contralaterally positive results of ex- 
ploration. It is of interest to note that Clausen’s 
group " found that the greatest incidence of con- 
tralaterally positive explorations was in the group 
under 6 months of age; in this group 73% positive 
results of exploration were found. In the 6-to-12- 
month age group only 50% positive results were 
obtained, and in the 1-to-2-year age group, 37.5% 
showed positive results. 

The patients in the follow-up group who devel- 
oped a second hernia were surveyed; we found 
that of the 74 who developed second hernias, 31 
were under 6 months of age at primary operation, 
17 were between 6 and 12 months of age, and 26 
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were between 1 and 2 years of age. The average 
interval between first and second herniorrhaphies 
for this entire group was 21.7 months, with ex- 
tremes of one week and 84 months. There did not 
seem to be any relationship between the age at 
which the first herniorrhaphy was done and the 
length of time before the second hernia appeared. 
It varied widely and without pattern. 
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Fig. 2.—Relationship of age of patient to incidence of 
contralateral hernia. 


One of the questions which comes to mind is 
whether more second hernias develop the longer 
the patients are followed up. While it is true that 
the total incidence will increase with each passing 
year because some patients will develop contra- 
lateral hernias, it is equally apparent from figure 3 
that the greatest danger of the occurrence of a 
second hernia is in the earliest years after the oc- 
currence of the first hernia. 


Comment 


Our interest in the question of advising bilateral 
herniorrhaphies in all infants has been aroused not 
only by several unhappy experiences with unilat- 
eral herniorrhaphies and early contralateral inci- 
dence but also by the fact that our original prac- 
tice was to do only bilateral herniorrhaphies on 
children in whom we suspected second hernias. 
More and more persons have written about the 
advisability of doing bilateral herniorrhaphies ini- 
tially.“ While all of these authors have stated that 
such bilateral exploration was indicated, so far as 
can be found in the literature no one has specifi- 
cally performed them under a controlled situation 
and in an appreciably large series. For this reason 
the general trend of bilateral exploration caused 
us to consider the project reported here. It would 
seem that the increasing interest in such bilateral 
operations is based on increasing experience by all 
surgeons and that there may develop substantial 
reasons for making bilateral herniorrhaphies a uni- 
versal rule. Of course, the question arises as to 
what upper age limit should be set for the appli- 
cation of such an approach. For this paper we have 
arbitrarily chosen 2 years as the upper limit to be 
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studied. It is possible that with more studies in 
older children the indicated age group may be 
revised upward. 

Inevitably the question of bilateral exploration 
involves a consideration of the morbidity and mor- 
tality factors in the bigger operation. Only one re- 
cent paper ' comments on these factors. It stated 
that “bilateral exploration did not increase the 
mortality or morbidity rates in comparison to a 
unilateral operative procedure.” Our own experi- 
ence would certainly verify this statement, since 
we have had no mortality in either unilateral or 
bilateral operations in this age group. No notice- 
able increase of morbidity could be seen in those 
patients having bilateral exploration. The increase 
in operating time for such an exploration does not 
exceed 15 to 20 minutes, and injury to the sper- 
matic cord structures has never been a problem in 
any type of herniorrliaphy in our hands. However, 
on theoretical grounds at least, dangers associated 
with a second hospitalization, a second administra- 
tion of anesthesia, and a second operation would 
undoubtedly lead to a higher incidence of compli- 
cations. Although economic factors should not dic- 
tate the indications or the choice of operative pro- 
cedures, two hospitalizations and two operations 
certainly increase the expense. Finally, the emo- 
tional trauma to the child is markedly greater 
when he has to return for “another operation,” and 
it would be highly desirable to avoid it. 

It has been of interest to one of us (W.B.K.) to 
be able to compare the follow-up on two series of 
patients done in two institutions where different 
approaches to hernia in the infant were used. In 
one institution, during the period 1950 to 1954, the 
policy toward treatment of hernias in children un- 
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Fig. 3.—Incidence of contralateral hernia as determined 
by follow-up of patients. 


der 2 years of age was to undertake bilateral ex- 
ploration when there was the slightest suspicion of 
symptoms on the contralateral side. Accordingly, 
42% of all hernias in infants were treated bilater- 
ally; mail follow-up was obtained on 61 patients 
who had a unilateral herniorrhaphy, and only 10 
(16.6%) developed hernias on the opposite side at 
a subsequent date. By contrast, the follow-up sta- 
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tistics for the years 1950 to 1955 at the Children’s 
Hospital of Pittsburgh, where less than 25% of all 
infant herniorrhaphies were bilateral, showed that 
60 (34%) of 176 children who had unilateral herni- 
orrhaphies had to have surgery on the second side. 
This would seem to suggest that when a more ag- 
gressive policy toward the use of bilateral hernior- 
rhaphies is undertaken, there follows correspond- 
ing decrease in the number of second operations. 
Summary 

Two groups of patients with hernia have been 
studied. In the first group, 100 patients under 2 
years of age were operated on bilaterally when 
only unilateral symptoms were present. In the 
second group, 237 patients, originally operated on 
unilaterally ses the age of 2, were followed up 
for two to eight years. In the first group, 60% of 
the patients were found to have contralateral 
hernia. In the second group, 31% of the patients 
have undergone surgery for a contralateral hernia 
at a later date. While the anatomic incidence is 
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twice the symptomatic incidence, it seems advis- 
able to undertake bilateral herniorrhaphies on all 
children under 2 years of age. 

125 De Sota St. (13) (Dr. Kiesewetter). 
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“CASE REPORT” IN HUMAN PHARMACOLOGY 


STUDY OF A SERIES OF PYRIMIDINEDIONE DIURETICS, INCLUDING 
AMINOMETRADINE (MICTINE) AND AMISOMETRADINE (ROLICTON) 
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Impression and opinion have played a dominant 
role in the evaluation of therapeutic properties of 
drugs from the beginning of recorded history, but 
it is only in recent years that physicians have come 
to a growing appreciation of the importance of the 
scientific approach in the selection of drugs. There 
are encouraging signs, such as the recent sym- 
posium in London,’ which suggest that this orien- 
tation is materializing as a distinct scientific disci- 
pline—clinical pharmacology. There are indications 
that in England this development is being pursued 
with greater vigor than in any other part of the 
world, perhaps because there it is linked not only 
to the needs of medical progress but to the needs 
of the public economy, by the special character of 
the organization of the medical practice and serv- 
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Greater interest is developing in the dis- 
tinct scientific discipline identified as clinical 
pharmacology. Casual clinical trial of new 
therapeutic agents after screening of the 
material in laboratory animals too often has 
proved misleading. While the controlled 
clinical trial, with use of scientific pharma- 
cology in human beings, is frequently used 
as a part of the more extensive definitive 
clinical evaluations, it is here proposed as a 
substitute for the casual clinical trial in the 
earliest stage of screening programs. The 
virtue of this method is that the results 
emerge out of an experimental design, that 
scientific evidence is secured expeditiously 
and with use of relatively few patients, and 
that the results are freer of chance and 
error. 
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ices. In the United States, the application of clinical 
pharmacology has increased considerably in recent 
years but the pace is far from equal to the needs 
that exist in relationship to the scientific practice 
of medicine. It appears that many physicians are 
not quite certain what clinical pharmacology is 
and how it differs from the conventional clinical 
trials. An informative literature on the subject is 
developing,’ which describes its special character- 
istics, its qualitative and quantitative aspects, and 
the results of some particular drug evaluations, but 
the resources of clinical pharmacology have barely 
been tapped, especially in relation to its quantita- 
tive aspects. The mechanics of this science must be 
better understood, since these constitute the vital 
characteristics distinguishing clinical pharmacology, 
the “controlled clinical trial,” from what should be 
termed the “casval clinical trial” of a proposed 
therapeutic agent. 

While in its content this paper presents an eval- 
uation of a series of pyrimidinedione diuretic 


CODE NUMBER Rs Rs 
3493 CH2CH = |CH2CH3 
3274 CHeaCHy CHeaCHeCHs 
3106 CHaCHoCHs | CHoCHys N-Ry 
3497 CH2CHy CH2CH | 
(AMINOMETRADINE) ps 
3656 CH3 CHe-C=CH, \ 
(AMINOISOME TRADINE) CHs 
Rs 
N 
3858 | 
N 
Ow 


Fig. 1.—Structural formulas of compounds tested. Original 
material, compound 2614, proved to be mixture of com- 
pounds 3274 (80% ) and 3106 (20% ). 


compounds, its chief purpose is to direct attertion 
to method by presenting what might be considered 
a “case report” in human pharmacology. It is our 
belief that greater familiarity on the part of physi- 
cians with the strengtas and limitations of this ap- 
proach to drug evaluation will go a long way to 
enhance the quality of medical practice. It is hoped 
that a short narrative account of one of our experi- 
ences may nrovide perspective to physicians who 
grapple with the problem of making selections 
from the optimistic reports on the rapidly expand- 
ing volume of new medicinal agents. 

Our interest in the pyrimidinedione compounds 
began in 1952. By means of a screening program 
in dogs,’ a nonmercurial diuretic had been found 
which was effective by oral administration. It was 
called compound 2614, which later proved to be a 
mixture of two compounds. Figure 1 shows the 
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details of their chemical composition and that of 
related compounds. The first casual clinical trial 
of compound 2614 revealed a satisfactory and 
trouble-free diuretic response in both normal per- 
sons and patients with congestive heart failure.‘ 
Two subsequent trials led other investigators to 
take a less favorable view, with the belief that the 
gastrointestinal toxicity of compound 2614 would 
limit its clinical application.’ 

At the time of the first clinical report, compound 
2614 met our initial testing requirements for orally 
given diuretic agents: it had'a low systemic toxicity 
and had not induced human hypersensitivity. The 
primary problem, then, was the relationship be- 
tween diuretic effectiveness of the compound and 
its possible production of local irritation of the 
gastrointestinal tract." The first step in determining 
that relationship is a measure of diuretic effective- 
ness by a pharmacological bioassay in patients with 
congestive failure.’ 


Method 


The method by which the assay is carried out is 
quite unlike the conventional clinical evaluation. 
It has been described in detail in several previous 
reports.” Briefly, it adapts to the human situation, 
and to conditions resembling as closely as possible 
those in which the drug is to be used therapeuti- 
cally, the scientific principles of a bioassay used in 
the animal laboratory, and it provides data with 
reliability tested by statistical calculations. 

A group of 72 ambulant patients with heart dis- 
ease and congestive failure served as participants 
in the present studies, which extended over a period 
of 42 months. These patients required from one to 
three injections of a mercurial diuretic weekly to 
keep them free of congestive symptoms. They 
ranged in age from 39 to 82 years, with an average 
ot 65. The group consisted of 35 men and 37 women 
with cases representing the common etiological 
varieties of heart disease. 

The technique of the assay is as follows: Each 
patient comes to the clinic, is accurately weighed, 
receives a dose of diuretic, and returns in 24 hours. 
The weight loss in the 24-hour interval is the 
measure of diuretic effectiveness. The procedure 
is repeated weekly, each patient receiving, in ran- 
dom order, intramuscular doses of meralluride 
(Mercuhydrin) sodium which serve as the standard 
and deses of the various test preparations. Other 
treatment is adjusted so that patients present ap- 
proximately the same amount of edema at the time 
each dose is given throughout the assay period. The 
potency of each preparation, expressed in terms of 
the standard, is obtained from a comparison of the 
dosage-response curves. One cannot overemphasize 
the importance of always comparing the test prepa- 
rations with a standard rather than utilizing the 
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actual weight loss for a particular dose, since the 
comparison with the standard in each case elimi- 
nates the error resulting from differences in the 
behavior of different groups of patients with vary- 
ing grades of edema. 

At the same time a record is made of gastroin- 
testinal and other toxic results. In addition to the 
orally given diuretics, a placebo tablet is given, 
indistinguishable from the test drugs. Symptoms 
are evaluated by the double-blind method. Since 
the identity of the tablet is unknown to the patient 
and the investigator who is assessing toxicity, the 
subjective symptoms are free from the influence of 
conscious or unconscious bias. 


Results 


By the foregoing method, an initial assay of 
compound 2614 did not give a promising result. 
From the reported casual clinical trials, we ex- 
pected 1 Gm. to approximate the effectiveness of 
2 cc. of a mercurial diuretic. As figure 2 indicates, 
it turned out to be much less active. The 1-Gm. 
dose also gave symptoms of gastrointestinal irrita- 
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Fig. 2.—Results of exploratory bioassay of compound 
2614 in 32 patients. Diuretic effect of 1 Gm. given orally was 
equivalent to that of 0.36 cc. of meralluride given intra- 
muscularly, but doses were so poorly matched as to sacrifice 
precision. (At p=0.05, confidence limits were 0.04 and 
0.70 ce.) 


tion in one out of four patients. Since its efficiency 
was far below what we had found for the common 
xanthine compounds,’ we lost interest in the mix- 
ture 2614. 

Meanwhile, chemists separated the two com- 
ponents of compound 2614 and prepared two 
additional allyl-substituted analogues. All four com- 
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pounds gave promising results in animal tests. 
Since the number of compounds belonging to this 
series was increasing, it was necessary to devise 
a more rapid technique for pinpointing the mate- 
rial which seemed worthy of more elaborate eval- 
uation. Figure 3 is a graphic illustration of this 
simplified system of preliminary screening. Single 
doses, 1 Gm. of each compound, were given along 
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Fig. 3.—Results of simplified preliminary screening of four 
pyrimidinedione analogues. Each of 34 patients received in 
random order a 1-Gm. oral dose of each compound, a placebo 
orally and two intramuscular doses of meralluride, 0.5 and 
1 cc. Approximate potencies of analogues are extrapolated 
from meralluride dosage-response curve. 


with doses of 0.5 and 1.0 cc. of meralluride in 
random order. In this way, a two-point dosage- 
response curve was obtained for intramuscularly 
given meralluride, as may be seen in the figure. 
From the effect of the single doses, the potency of 
each analogue could be estimated in terms of 
meralluride. Statistical calculation showed that the 
four analogues did, in fact, differ in their diuretic 
effectiveness. 

All of the compounds produced gastrointestinal 
discomforts. In order to ascertain their practical 
utility, the incidence of gastrointestinal discomforts 
was related to their diuretic activity. The results 
are charted in figure 4. The pattern of symptoms 
differed for the various compounds. After placebo 
administration, there were mild complaints of the 
kind commonly thought to mean local irritation in 
the gastrointestinal tract from 18% of the patients. 
In rough compensation for that “placebo reaction,” 
similar complaints from the same patients after a 
dose of diuretic are indicated by a clear space in 
the bar graph. 

It is noteworthy that compound 3106 nearly led 
the group of four materials in terms of diuretic 
effectiveness, but there was the difficulty that it 
headed the list in the incidence of gastrointestinal 
discomforts. On the other hand, compound 3497 
produced the least local irritation with the greatest 
diuretic effect. Since doses with an effect equiva- 
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lent to 0.77 cc. of meralluride did not cause serious 
toxicity, compound 3497 was regarded as a favor- 
able candidate for further trial. This preliminary 
orientation also suggested the desirability of limit- 
ing further studies to compound 3497. 

Just as we prepared to make a definitive assay of 
this compound, another preparation emerged from 
the laboratory, an isocytosine compound 3858, 
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Fig. 4.—Relationship of incidence of gastrointestinal symp- 


toms to diuretic effectiveness (as shown in figure 3) of four 
pyrimidinedione analogues. 


which showed excellent diuretic activity in rats.” 
Although its effect in dogs was not impressive, a 
few preliminary casual clinical trials by physicians 
stirred up enough enthusiasm for this compound 
to cast doubt on the desirability of pursuing further 
study of compound 3497. Since the method of 
human bioassay which we use can resolve a matter 
of this kind within a period of a few weeks, we 
proceeded to-assay the new compound. The results 
are shown in figure 5A. It may be seen that the 
enthusiasm for the new compound 3858 received 
no support from the assay. It showed approximately 
similar toxicity but proved distinctly inferior to 
compound 3497 in terms of diuretic activity. We 
combined the potency values of two separate assays 
of compound 3497 (fig. 5A and B) to increase the 
precision of the result. A dose of 1.5 Gm. of this 
compound showed a diuretic response equivalent 
to 1.2 cc. of meralluride by intramuscular injection. 
This compared favorably with the best available 
diuretics for oral administration, either mercurial 
or nonmercurial. 

We next undertook to explore various possibili- 
ties for redi cing the local irritant action of com- 
pound 3497. Tablets were supplied to us which had 
been treated by a special process of granular coat- 
ing and were referred to as “prolonged acting” 
tablets. As can be seen in figure 5B, by the same 
bioassay method the granular coating process was 
found not to influence the potency of the com- 


PHARMACOLOGY—GREINER ET AL. 133/293 


pound. It neither improved the incidence nor 
changed the nature of gastrointestinal complaints. 
In a similar fashion, tablets with the conventional 
type of enteric coating were tested. Figure 5C 
shows how much the potency was reduced. Gastro- 
intestinal symptoms declined somewhat less, so that 
the net result of enteric coating was a loss instead 
of an advantage. 

As mentioned before, we assess the relative 
therapeutic value of orally given diuretics by relat- 
ing their diuretic potency to the degree of irritation 
they produce. To measure the latter value we aim 
at the largest feasible single doses (unpleasant 
effects in about one-fourth of the patients). The 
table presents a ranking of several compounds, 
arranged in the order of increasing efficiency. We 
should call attention to the fact that we do not 
have the information necessary to establish the 
significance of small differences in the ranks and 
that the small differences may be accidental.” 

It was clear that compound 3497 compared favor- 
ably in efficiency with the orally given diuretics 
then available. Subsequent clinical trials showed 
the material to be effective in use, and it was 
marketed as aminometradine (Mictine). 

But this was not the end of the story, for the 
next year a further molecular variation yielded 
compound 3656, which was less irritating than 
aminometradine in animal tests. The results of our 
human bioassay are shown in figure 5D. The diu- 
retic potency of compound 3656 proved to be less 
than that of aminometradine, but its toxicity was 
also less, with the net result that the new compound 
ranked highest in efficiency. (The difference is small 
and of doubtful significance. It remains to be seen 


Ranking of Therapeutic Value of Nine Orally Given 
Diuretic Preparations 
Diuretie 


Efficacy, ‘Toxicity Ranking o 
Dose, in Ce. of Ineidence, Therapeutic 


Code No. Gm. Meralluride % Value" 
0.75 0.23 28 82 
1.00 0.72 57 1265 
1.00 0.36 27 133 
3497, enteric conted........... 0.75 0,32 22 145 
0.75 0.61 u 24 
3497, prolonged acting....... 0.75 0.53 19 279 
« 1.00 0.56 16 Bl 


* Diuretic efficacy divided by toxicity incidence. 
t Aminometradine. 
t Amisometradine. 


whether it is important in therapy.) It was given 
the generic name amisometradine and made avail- 
able under the trade name Rolicton, and it has 
gradually replaced its earlier version, aminometra- 
dine. 

At this point we may refer to a few reports in 
the literature dealing with evaluations of the last 
two compounds described above, showing results 
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that were, in some respects, at variance with ours. 
We found amisometradine to be about one-half as 
potent as aminometradine, but Clark and Hagans,’° 
studying changes in urine output and body weight 
in nonedematous hospitalized persons, concluded 
that potencies of the two were comparable, although 
the data on body weight changes (not changes in 
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sodium excretion used as a measure, had results 
agreeing with ours in comparing amisometradine 
with aminometradine, but in disagreement with ours 
in the comparison of these two compounds with 
meralluride. In their results, the two pyrimidine- 
diones in relation to meralluride were 50 to 75% 
more potent than in the results reported here. It is 
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urine volume) in their findings suggest a potency 
ratio similar to ours—a similar response for 1.2 
Gm. of aminometradine as for 2.4 Gm. of amiso- 
metradine (precision of the method or validity of 
differences was not determined). Ford and asso- 
ciates,"' in a study of hospitalized patients who had 
recovered from congestive failure, with urinary 
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Fig. 5.—A, results of formal bioassay of compounds 3497 and 3858 in 31 patients. For compound 3497 given orally, diuretic 
effect of 1 Gm. was equivalent to that of 0.97 cc. of meralluride given intramuscularly; for compound 3858, 1 Gm. was equivalent 
to 0.31 cc. of meralluride. (Confidence limits were 0.7 and 1.5 cc. and 0.15 and 0.45 cc. respectively.) B, results of bioassay of 
two dosage forms of compound 3497 in 24 patients. Prolonged action by granular coating gave no advantage over uncoated 
tablets. Diuretic effect of 1 Gm. of each given orally was equivalent to that of 0.7 cc. of meralluride given intramuscularly. 
Combined assay date (fig. 5A and B) assigned to 1 Gm. of 3497 diuretic effect equivalent to 0.81 cc. of meralluride. (Confidence 
limits were 0.6 and 1.1 cc.) C, results of bioassay of enteric-coated compound 3497 in 29 patients. The diuretic effect of 1 Gm. 
given orally was equivalent to that of 0.43 cc. of meralluride given intramuscularly. (Confidence limits were 0.3 and 0.7 cc.) 
D, results of bioassay of compound 3656 in 35 patients. Diuretic effect of 1 Gm. given orally was equivalent to 0.35 cc. of meral- 
luride given intramuscularly. (Confidence limits were 0.2 and 0.5 cc.) 
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of interest to note that the agreement applied to 
two compounds of the same general chemical struc- 
ture; the discrepancy occurred in the comparison of 
materials belonging to different chemical groups, 
which may involve the matter of differences in 
electrolyte patterns. One may speculate that the 
differences in the potency of the pyrimidinediones 


| 
| 

Oral 
ra 

3497 

° 

! 

Oral | 

fe) te) 

05 10 0.75 15 05 10 075 10 

Dose (cc.) (Gm) Dose (cc) (Gm) 
iy 
| 
| 
| ° 
° 
Oral 
° 
fe) 
| 
0.8 1.6 ee 
q 
| 
| 
_ 


Vol. 171, No. 3 


in relation to the mercurial diuretics reflect differ- 
ences in the method of assay, namely, the use of 
sodium excretion in nonedematous hospitalized 
patients as against weight loss in ambulant patients 
in congestive failure. We are inclined to believe 
that body weight loss as an over-all response to a 
diuretic agent is more reliable than any urinary 
component as an expression of the clearing of 
edema for the evaluation of diuretics. 


Comment 


In the development of new therapeutic agents 
it is the customary practice to screen the materials 
in laboratory animals and then proceed directly to 
a casual clinical trial in patients as a means of 
deciding the question of introducing a new agent 
into therapeutics. Neither of these test methods 
has proved to be sufficiently satisfactory.'* Mate- 
rials showing pronounced activity in laboratory 
animals are frequently ineffectual in human beings. 
The casual clinical trial is also too often misleading, 
and an increase in the number of physicians who 
make it adds little to the validity of the conclusions. 
It provides only impressions of merit that often fail 
to materialize, because such trials are made in 
therapeutic settings in which many factors may 
operate simultaneously to produce results erro- 
neously ascribed to the new agent itself. This type 
of clinical testing presents an obstacle to progress, 
for such impressions of merit in therapevtics seem 
to possess inordinate capacity for survival. 

While the controlled clinical trial, with use of 
scientific pharmacology in human beings, is often 
used in the more extensive definitive clinical evalu- 
ations, it is here proposed as a substitute for the 
casual clinical trial in the earliest screening opera- 
tions. The virtue of this method of screening is that 
the results emerge out of an experimental design, 
that scientific evidence is secured expeditiously 
and with the use of relatively few patient partici- 
pants, and that the results are freer of chance and 
error. A “case history” in human pharmacology is 
here presented to illustrate these views. A group 
of nine diuretic agents had been proposed for use, 
some of which aroused enthusiasm and optimism 
from the results of animal tests and casual clinical 
trials. In a relatively short period of time, eight of 
these were eliminated in favor of the most appro- 
priate member of the series for large-scale clinical 
use. 

Screening by the method of human pharmacology 
is not a common practice. It requires special clinical 
facilities and personne’ especially trained in de- 
signing valid pharmacological experiments. Its in- 
clusion in the programs of chemical development 
with preliminary animal screening for promising 
therapeutic agents will go far in clearing away the 
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serious obstacle to progress which arises from the 
premature appearance of new compounds and 
preparations in the armamentarium of the practic- 
ing physician. 

1300 New York Ave. (21) (Dr. Gold). 
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CLINICAL NOTES 


Despite the widespread use of tolbutamide in the 
treatment of diabetes mellitus during the past three 
years, few serious side-reactions have been re- 
ported.' It is the purpose of this paper to describe 
the second case of? fatal blood dyscrasia associ- 
ated with tolbutamide therapy. 


Report of a Case 


A 64-year-old man was admitted to the urology 
service at the U. S. Army Hospital, Frankfort, 
Germany, on Dec. 15, 1957, with an eight-day his- 
tory of urinary frequency, dysuria, chills, fever, 
and lower abdominal pain. In 1953 the patient had 
had a suprapubic prostatectomy for benign pros- 
tatic hypertrophy, subsequent to which he developed 
a urethral stricture which had required dilation at 
approximately monthly intervals. Associated with 
the stricture he had had recurrent urinary tract 
infections, which responded well to treatment with 
oxytetracycline. During the year prior to his ad- 
mission to the hospital, he had remained relatively 
well and free from any overt urinary tract infec- 
tion. A general physical checkup, including a com- 
plete blood count nine months prior to admission, 
was reported to be within normal limits. 

In 1950 the patient was discovered to have dia- 
betes mellitus while hospitalized for treatment of 
acute viral hepatitis. His weight at that time was 
184 Ib. (83.5 kg.) and adequate diabetic control 
was effected by dietary means, without the use of 
insulin. He remained essentially well except for 
periodic urinary tract infections and intermittent 
glycosuria until eight months prior to admission, 
when he was started on tolbutamide therapy be- 
cause of persistent glycosuria and fasting blood 
sugar levels above 180 mg.%. On a regimen of 500 
mg. of tolbutamide daily the diabetes was well con- 
trolled, with his weight stabilized at approximately 
176 lb. (79.8 kg.) and his urine showing only oc- 
casional traces of sugar. His health remained es-. 
sentially good until the previously described acute 
urinary tract infection prompted his admission to 
the hospital. In the year prior to admission he could 
not recall ingesting any drug other than tolbuta- 
mide, and he was not aware of any specific aller- 
gies. The family history and review of systems 
were otherwise noncontributory to the illness here 
described. 

Physical examination at the time of admission re- 
vealed a pale, well-developed, alert male, 5 ft. 7 
in. (176.18 cm.) tall and weighing 164 Ib. (74.4 
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kg.). The blood pressure was 100/80 mm. Hg, pulse 
rate 80 per minute and temperature 98.6 F (37 C). 
The significant physical findings were an increase 
in the anterior-posterior diameter of the thorax, a 
liver edge palpable 2 cm. below the right costal 
margin on deep inspiration, absence of the prostate 
gland, a well-healed suprapubic incision, and weak 
pulses in both lower extremities. The remainder of 
the physical examination was within normal limits. 

Therapy was initiated on the urology service with 
administration of 250 mg. of oxytetracycline four 
times daily to control the urinary tract infection. 
Twenty-four hours after admission hematological 
studies revealed a hemoglobin level of 8.5 Gm.%, a 
hematocrit of 26% volume of cells, and a white blood 
cell count of 3,000 per cubic millimeter, with 15 
to 20% neutrophils and 75 to 80% lymphocytes. Be- 
cause of these findings the patient was transferred 
to the medical service, with a tentative diagnosis 
of toxic bone marrow depression. 

In the first week after transfer there was no es- 
sential change in the patient’s clinical condition, 
and the hemoglobin level and the hematocrit vol- 
ume remained stable at 8.5 Gm.% and 26% respec- 
tively. The white blood cell count persisted in the 
range of 3,500 cells per cubic millimeter, with a 
differential count of 15% neutrophils, 77% lympho- 
cytes, 2% monocytes, and 6% early granulocytes. 
The platelet count was 182,000 per cubic millimeter, 
the reticulocyte count 2.4% red blood cells per cu- 
bic millimeter, and results of the Coombs test were 
negative. Sternal marrow aspiration revealed hypo- 
cellularity with toxic depression of the granulocytic 
and erythroid elements and bizarre cellular changes 
in the granulocytic series. A reactive plasmacytosis 
and reticulum-cell proliferation were noted, and the 
interpretation of these findings was toxic bone mar- 
row depression. Urinalysis revealed an albumin 
content of 50 mg.%, with microscopic pyuria and 
hematuria; urine culture grew out Escherichia coli. 
The fasting blood sugar level was 168 mg.% and 
the blood urea nitrogen level 20%; the acid phos- 
phatase level was 0.76 Bodansky units and the al- 
kaline phosphatase level 1.4 Bodansky units; the 
total protein level was 5.6 Gm.%, with 2.95 Gm. 
of albumin and 2.65 Gm. of globulin. Sulfobromo- 
phthalein retention was 7.5% in 45 minutes, cepha- 
lin flocculation was negative in 48 hours, and the 
serum bilirubin level was 0.16 mg.%, 0.8% direct. A 
chest x-ray showed elongation of the aorta, and 
findings of upper gastrointestinal series and barium 
enema were within normal limits. 
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The patient received no further therapy with 

tolbutamide, the last dose having been given on the 
day prior to admission, and during the next two 
weeks the blood sugar level remained within normal 
limits, without evidence of glycosuria. The urinary 
tract infection responded well to therapy with oxy- 
tetracycline, and the patient became relatively 
asymptomatic. Because there was no change in the 
peripheral blood picture after two weeks of obser- 
vation, it was decided to give the patient ACTH, 
25 units intramuscularly every six hours. This pro- 
duced no preceptible change in hemoglobin level 
or hematocrit volume; however, the total white 
blood cell count gradually rose to 35,000 per cubic 
millimeter after two weeks of therapy, with a differ- 
ential count of 8% neutrophils and 92% lympho- 
cytes, many of the latter showing atypical forms. 
The reticulocyte count at this time was 1.4% red 
blood cells per cubic millimeter. Administration of 
ACTH was discontinued and the white blood cell 
count fell to 20,000 per cubic millimeter, with the 
differential count remaining the same. At this point 
the patient developed, for the first time, guaiac- 
positive stools, and the platelet count fell to 52,000 
per cubic millimeter, necessitating several trans- 
fusions with fresh whole blood which resulted in 
temporary improvement in the hemoglobin level 
and hematocrit volume. 

Approximately nine weeks after admission the 
white blood cell count had risen to 160,000 cells per 
cubic millimeter, and the differential count revealed 
many immature cells, including 5% blast forms, 9% 
abnormal, young granulocytes, and 47% cells of un- 
determined type. Sternal marrow aspiration re- 
vealed 5% blast cells, 7% progranulocytes, 7% 
myelocytes, 14% metamyelocytes, 3% band forms, 
4% segmented polymorphonuclear leukocytes, 11% 
lymphocytes, 42% atypical myelocytic cells, and 7% 
metarubricytes. The myeloid-erythroid ratio was 
13:1, and the atypical myelocytic cells were peroxi- 
dase-positive; the diagnosis was acute granulocytic 
leukemia. The patient was given several blood 
transfusions and on Feb. 21, 1958, was transferred 
to the U. S. Naval Hospital, Philadelphia, for 
further treatment. 

On admission to the latter hospital, the patient 
was acutely ill and icteric, with numerous ecchy- 
moses of the forearms and thighs. With the excep- 
tion of dulness to percussion and absence of breath 
sounds at both lung bases, the physical .examina- 
tion was essentially unchanged. The hemoglobin 
level was 8.2 Gm.%; the hematocrit volume of cells 
24%; the white blood cell count 303,000 per cubic 
millimeter, with 90% myeloblasts; the platelet count 
was 50,000 per cubic millimeter; and the fasting 
blood sugar level was 427 mg.% and the blood urea 
nitrogen level 41 mg.%. 

Treatment consisted of a 1,500-calorie diabetic 
diet; 60-80 units of regular insulin, daily; penicillin, 
250,000 units, twice daily; prednisone, 100 mg., 
daily; and 6-mercap.opurine, 50 mg., three times 
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daily. Despite daily transfusions of fresh whole 
blood and supportive care, the patient pursued a 
downhill course, developed acute staphylococcic 
pneumonia, and died on March 15, 1958. 

Autopsy was performed on March 16, 1958, and 
the pathological diagnoses were as follows: myelo- 
genic leukemia; acute, lobar pneumonia, right and 
left lower lobes; cholelithiasis; arteriosclerosis of 
the coronary arteries and aorta; and cardiomegaly, 
minimal. The immediate cause of death was acute 
lobar pneumonia. 


Comment 


In view of the fact that studies of patients on 
long-term tolbutamide therapy failed to indicate the 
development of any serious blood dyscrasias,' it 
would seem unlikely that tolbutamide was the cause 
of the bone marrow depression in this case. How- 
ever, the normal blood cell count prior to the onset 
of therapy, the absence of a history of other drug 
ingestion during this period, the known propensity 
of sulfonylurea compounds to induce granulocyto- 
penia, and the recent report’ of a case of severe 
aplastic anemia associated with tolbutamide ther- 
apy would seem to render this compound a likely 
suspect as the cause of this instance of severe blood 
dyscrasia. A discussion of the relationship between 
aplastic anemia and acute leukemia is beyond the 
scope of this report; however, a close association 
between these two conditions has been noted." 

It is not the intent of this paper to incriminate 
tolbutamide as the cause of the severe blood dys- 
crasia in this case. Nevertheless, prolonged hema- 
tological studies of patients taking tolbutamide may 
be indicated to assess the potential toxic properties 
of this drug. 

Summary 


During a course of tolbutamide therapy for dia- 
betes mellitus a patient developed toxic bone mar- 
row depression which, under the influence of 
adrenal steroids, evolved into an acute leukemia. 
Despite the generally satisfactory record of tolbuta- 
mide therapy, the possible relationship between 
the ingestion of the drug and the subsequent devel- 
opment of this severe case of blood dyscrasia can- 
not be discounted. The potential toxic properties 
of tolbutamide deserve further study. 

39 Revere Rd. 


The opinions or assertions contained in this study are the 
private ones of the author and do not reflect the views of 
the Navy Department or the United States Navy at large. 
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During a period of eight months, 32 patients with 
moderately severe to severe paravertebral and 
trapezius muscle spasm after lumbar and cervical 
laminectomy were studied at the Lahey Clinic and 
the New England Baptist Hospital. Twenty-two 
patients had undergone lumbar laminectomy for 
herniated intervertebral disk or spinal cord tumor, 
and in 10 patients the laminectomy was performed 
in the cervical region. Almost an equal number of 
laminectomies had been performed during the same 
period without evidence of postoperative muscle 
spasm. In the patients with palpable muscle spasm 
and pain of too severe a degree to be considered 
solely the result of the operative procedure, how- 
ever, methocarbamol (Robaxin) was administered 
in intravenous and oral doses. No attempt was made 
to use the drug prophylactically; it was given only 
to those patients who exhibited severe palpable 
muscle spasm and pain of nonradicular character— 
that. is, pain unrelated to the preoperative pain 
caused by nerve root irritation. In all of the 32 
patients, the pain and spasm typically began from 
24 to 36 hours after surgery. 

Methocarbamol is 3-(o-methoxyphenoxy)-1, 2-pro- 
panediol 1-carbamate, a derivative of guaiacol gly- 
ceryl ether. The pharmacodynamic studies per- 
formed by Truitt and Little’ demonstrated that 
methocarbamol produces a prolonged relaxing effect 
on skeletal muscles through a depression of spinal 
multisynaptic pathways with no effect on mono- 
synaptic reflexes. The clinical use of the injectable 
form of methocarbamol has been previously men- 
tioned.’ This ability to relieve spasm of skeletal 
muscles suggested the clinical application of metho- 
carbamol for the relief of postoperative muscle 
spasm and pain. The injectable form of the drug 
used in this study was furnished in 10-cc. ampuls 
containing 1 Gm. of methocarbamol in 50% aqueous 
polyethylene glycol-300. 

The patients chosen to receive methocarbamol 
therapy were those who experienced severe pain out 
of proportion to the degree of nerve root compres- 
sion found at operation. These patients were con- 
sistently found to have rigid, often unilateral muscle 
spasm involving the lumbar paravertebral muscles 
or the trapezius and cervical paravertebral muscles. 
The patients were examined as soon as possible, 
usually from one to two hours after the onset of 
severe localized muscular pain, in order to dis- 
tinguish this pain from the radicular pain of nerve 
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root compression. Methocarbamol was given intra- 
venously in doses of 1 Gm. without other analgesics 
or sedatives. 

Results 


Palpable relaxation of muscle spasm and subjec- 
tive relief of pain were evident in all patients 
studied. The action of the drug usually began within 
one to two hours after injection and lasted for four 
to six hours. Twelve patients derived such complete 
muscle relaxation and relief of pain after the admin- 
istration of two 1-Gm. doses that they did not re- 
quire additional methocarbamol therapy during the 
remainder of the postoperative course. In all of 
these selected cases the results were considered to 
be specifically related to the action of intravenously 
given methocarbamol. 

Patients who experienced immediate relief after 
the administration of one dose of injectable metho- 
carbamol were subsequently treated orally in main- 
tenance doses of 0.5 to 8 Gm. a day, with an aver- 
age daily dose of 6 to 8 Gm. The oral dose, 
especially when combined with smaller doses of 
analgesics, apparently prevented recurrent spasm 
and nonradicular pain. This prophylaxis was not 
possible when analgesics were used alone. 

In a similar group of patients with muscle spasm 
after laminectomy, it was noted that even large 
doses of narcotics, while relieving the pain of non- 
radicular character, produced little or no relaxation 
of palpable paravertebral muscle spasm. It was also 
observed in the present group that the administra- 
tion of a placebo mixed with small doses of anal- 
gesics had no effect on palpable muscle spasm. 

The only consistent side-effect noted was immedi- 
ate facial vasodilation at the time of injection, 
without changes in blood pressure or pulse. This 
reaction was transient and subsided spontaneously 
within one to two minutes after injection. In most of 
the patients submitted to cervical laminectomy, the 
intravenous dose of methocarbamol was adminis- 
tered with the patient in the semisitting position, 
and none complained of syncope. 

During the same eight-month period, 10 addi- 
tional patients were seen with severe spastic paresis 
secondary to degenerative diseases of the central 
nervous system, namely, multiple sclerosis, amyo- 
trophic lateral sclerosis, and syringomyelia. Metho- 
carbamol was administered intravenously and 
produced temporary but definite relaxation of 
spasticity. After hospital discharge, these patients 
continued to receive an average dose orally of 6 to 
8 Gm. a day. One patient with severe spastic 
quadriparesis secondary to multiple sclerosis was 
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unable to raise his hands to feed himself. For a 
period of three to four hours after the intravenous 
administration of 1 Gm. of methocarbamol the re- 
duction in spasticity enabled him to raise his hands 
to his face. A follow-up examination of this patient 
after he had been taking oral doses of methocarba- 
mol at regular intervals revealed that muscular 
relaxation was of sufficient degree to facilitate nurs- 
ing care. 
Conclusions 


Intravenous and oral administration of metho- 
carbamol (Robaxin) during the postoperative 
period is effective in producing immediate relaxa- 
tion of paravertebral muscle spasm in patients who 
have undergone cervical and lumbar laminectomies. 
The administration of 1-Gm. doses every three to 
four hours is possible, and this is effective without 
producing distressing or dangerous side-effects. 
Methocarbamol may be added to routine intra- 
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venous infusions and given over a period of several 
hours with effective results. When administered 
intravenously. or orally it is of definite but transitory 
effectiveness in the long-term management of skele- 
tal muscle spasticity secondary to degenerative dis- 
ease of the central nervous system. 

605 Commonwealth Ave. (15) (Dr. Poppen). 


The methocarbamol used in this study was supplied as 
Robaxin by the A. H. Robins Company, Inc., Richmond, 
Va. 
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FAVISM—REPORT OF A CASE 


John D. Hartigan, M.D. 


Thomas J. Gurnett, M.D., Omaha, Neb. 


The Vicia faba, or fava, bean as a cause of acute 
hemolytic anemia is of interest to medical students 
and physicians. Luisada ' emphasized the important 
features of this anemia, called favism, in 1941. It 
occurs in some persons after the ingestion of V. fava 
beans. Reports of favism date from the fifth century 
B. C. Most cases occur in countries bordering on the 
Mediterranean, where V. fava, called “horse bean,” 
“broad bean,” or “Italian bean,” is grown in abun- 
dance and is a dietary staple. Now it is being culti- 
vated in many countries, including the United 
States. McPhee * recently described the 16th case 
reported in the United States. The beans, dried or 
canned, can be purchased in the middle west. The 
disease occurs most frequently in children and be- 
gins abruptly; anorexia, abdominal pain, malaise, 
and weakness are common symptoms; and hemo- 
globinuria, jaundice, and pallor are the foremost 
signs. The liver and spleen are often enlarged. 

Results of blood studies are indicative of an acute 
hemolytic process. Leukocytosis, reticulocytosis, and 
nucleated red blood cells are common. The result 
of the test for fragility of the red blood cells is 
usually within normal limits, and results of the 
Donath-Landsteiner and Coombs tests are nega- 
tive. The urine contains hemoglobin in varying 


From the Department of Medicine, Creighton University, College of 
Medicine. 


amounts in the first three days. Albumin, casts, and 
red blood cells are also often found. A_ positive 
result of a dermal scratch test has been demon- 
strated in some patients, but it is frequently nega- 
tive during and after the acute attack. 

The patients may have a history of having eaten 
the beans for years without ill-effects, and they then 
suffer an acute hemolytic crisis after another inges- 
tion. The fresh and uncooked beans are thought to 
be more dangerous than those which have been 
dried or cooked. 

Transfusion of whole blood is the preferred treat- 
ment. Creger and Gifford * found that gamma glob- 
ulin inhibited the agglutination of human red blood 
cells by extracts of V. fava beans. Becker * was of 
the opinion that cortisone was an extremely helpful 
therapeutic agent in treating his patient. The evalu- 
ation of steroids, or other therapeutic agents, is 
difficult since hemolysis tends to cease spontane- 
ously within several days. The mortality is low 
except in children, in whom a 7% mortality has 
been quoted.° 

The diagnosis of favism is suggested when an 
acute hemolytic process occurs in a person 12 to 24 
hours after ingesting the V. fava bean or inhaling 
its pollen. Excluding other hemolytic processes by 
laboratory studies aids in the confirmation of the 
diagnosis. 
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Various theories have been proposed regarding 
the mechanism of hemolysis. A toxic substance in 
the bean was once thought to be the responsible 
agent; however, such minute quantities as one bean 
have been shown to be capable of causing hemolysis 
in certain persons. Caspar and Shulman ° described 
a fatal case of favism in a nursing infant whose 
mother had eaten V. fava beans, without ill-effects. 
It is the current concept that an individual hyper- 
sensitivity to a protein fraction of the bean is re- 
sponsible for the mechanism of hemolysis. 


Report of a Case 


The patient was a 74-year-old man. His symptoms 
began the morning after an evening meal of V. fava 
beans. He noted dark urine, weakness, and jaundice. 
The urine was described as dark red. There was no 
nausea, vomiting, or abdominal pain. The stools 
were normal in color. He had experienced chills 
and some fever at the onset. Two similar experi- 
ences, one 12 and one 6 years ago, were recalled. He 
was hospitalized the following day. 

The patient's systemic history was essentially 
negative. Physical examination disclosed a well- 
developed elderly man, with blood pressure 120/60 
mm. Hg, pulse 80 per minute, and temperature 
98.6 F (37 C). He was moderately jaundiced and 
listless and he was clear mentally. 

The heart and lungs were normal on examination. 
The liver was palpable 1 to 2 fingerbreadths below 
the right costal margin. The spleen was not pal- 
pable, and the rest of the physical examination was 
within normal limits. 

Laboratory studies made on admission disclosed 
a hemoglobin concentration of 8.3 Gm.%, hematocrit 
25%, and white blood cell count 14,800 per cubic 
millimeter, with a normal differential count. The 
total serum bilirubin level was 14.4 mg.% (indirect). 
The alkaline phosphatase level was 4.6 units and the 
thymol turbidity, 2.47 units. 

The urine was negative for bile and contained 
numerous granular casts. Two days later his hemo- 
globin concentration was 6.5 Gm.%, with hematocrit 
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21%, There was an occasional nucleated red blood 
cell. Result of the Coombs test was negative, as 
were smears for malaria and results of the cephalin 
flocculation and Beck-Hertz tests.” 

Study of bone marrow disclosed generalized 
hyperplasia with marked increase in erythropoiesis. 
Result of the Wassermann test was negative, as were 
results of tests for cold agglutinins. 

The patient was given three transfusions of 500 
ce. of whole blood on the 2nd, 3rd, and 10th days, 
and cortisone, 75 mg. every six hours, was adminis- 
tered on the 2nd, 3rd, and 4th days of his hospital 
stay. His clinical course rapidly improved after the 
first transfusion, and he was dismissed on the 16th 
hospital day. The hematocrit was 37% and hemo- 
globin concentration, 10.8 Gm.%. The serum bili- 
rubin level was 0.65 mg.%. X-ray examinations of 
the gallbladder, stomach, and colon prior to dis- 
missal were within normal limits. Since leaving the 
hospital the patient's progress has been checked at 
repeated intervals, and no evidence of hemolysis or 
anemia has been demonstrated. He has not eaten 
V. fava beans since this episode. 

527 Medical Arts Bldg. (2) (Dr. Hartigan). 
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mands for admission made by single men and women and, to a larger extent, 
the widowed, the proportion of married men and women aged 65 years and 
over in all hospitals is relatively small. In fact, among the married the rise in the 


Piensa VALUE OF HUMAN CONTACT.—Compared with the de- 


proportion of those hospitalized with advancing age is not very striking and does not 
reach high levels even after the age of 75. In England and Wales two-thirds of all 
general and mental hospital beds occupied by those over 65 years are taken up by 
the single, widowed and divorced. The single (i.e., never married) who constitute 
12.6% of the population of 65 years and over, contribute 55.4% of admissions to 
mental hospitals. Providing more human contact for those without relatives or friends 
must therefore claim high priority in any prophylactic endeavour on behalf of the 
aged in the community.—Report: Mental Health Problems of Aging and the Aged, 


World Health Organization Technical Report Series, 1959. 
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COUNCIL ON DRUGS 


The following descriptions of drugs are based on available evidence and do not in any case 


imply endorsement by the Council. 


H. D. Kautz, M.D., Secretary. 


NEW AND NONOFFICIAL DRUGS 


Methylglucamine Diatrizoate (Cardiografin, Gas- 
trografin, Renografin).—Diatrizoate Methylgluca- 
mine.—The N-methylglucamine salt of 3,5-dia- 
cetamido-2,4,6-triiodobenzoic acid.—The structural 
formula of methylglucamine diatrizoate may be 
represented as follows: 


CH2NH CHs 
COH H-C-OH 
I I HO-C-H 
CHsC HN NH H-C-OH 
H-C-OH 
I 
CH2OH 


Actions and Uses.—Methylglucamine diatrizoate, 
a radiopaque water-soluble organic iodine com- 
pound, is used as a roentgenographic contrast 
medium. Commercial preparations of this sub- 
stance also contain some sodium diatrizoate, formed 
by the interaction of methylglucamine diatrizoate 
with sodium hydroxide added to adjust the pH of 
the solution. The actions and uses are similar to 
those of the sodium salt. (See the monograph on 
sodium diatrizoate in New and Nonofficial Drugs.) 

When administered orally, methylglucamine 
diatrizoate is only slightly absorbed. After intra- 
venous injection, it is excreted rapidly by the kid- 
neys. 

Methylglucamine diatrizoate has been used more 
extensively for intravenous excretory urography 
than for any other purpose. When thus used, it 
yields satisfactory urograms in a high percentage 
of patients. Excellent visualization of the renal 
collecting system is obtained in almost all patients 
with normal kidney function. Maximum opacity in 
pyelograms is usually seen within 15 minutes after 
injection. Adequate cystograms can be obtained 
earlier than with many other agents; cystograms 
made 25 to 40 minutes after injection are ordinarily 
satisfactory unless excretion is delayed by obstruc- 
tion or other pathological conditions. In coneentra- 
tions of 30%, methylglucamine diatrizoate is also 
satisfactory for retrograde pyelography, yielding 
roentgenograms of excellent contrast. The only 
disadvantage cited is the claim by a single observer 
that emptying of the renal pelves proceeds with 
troublesome rapidity. 

Methylglucamine diatrizoate has also been used 
successfully for contrast visualization of the car- 
diovascular system. It yields satisfactory veno- 


grams, aortograms, and peripheral, cerebral, and 
coronary arteriograms. The viscosities of solutions 
of 30, 60, and 76% are such that mechanical injec- 
tion through narrow-bore cardiac catheters can be 
performed successfully. The 85% solution is more 
viscous but may be used for angiography with a 
mechanical injector or a large-bore needle. 

For roentgenographic examination of the gastro- 
intestinal tract, methylglucamine diatrizoate solu- 
tions possess both advantages and disadvantages in 
comparison with the usual suspension of barium 
sulfate. Some patients find flavored preparations of 
methylglucamine diatrizoate more palatable than 
barium suspensions. In general, it provides good 
delineation of the stomach and first portion of the 
duodenum. Normal and abnormal mucosal pat- 
terns, in addition to ulcers and filling defects, are 
usually well demonstrated. The relatively low vis- 
cosity of the solution is advantageous in demon- 
strating fistulous connections. The shadow density 
in the stomach and small intestine, however, is not 
as great as that provided by barium. Visualization 
of the esophagus is unsatisfactory because the solu- 
tion traverses it rapidly without coating the esopha- 
geal wall. The small intestine is also poorly de- 
lineated. After oral administration, visualization of 
the colon is poor but somewhat better than that 
provided by barium. Methylglucamine diatrizoate 
is said to produce greater pyloric spasm than 
barium and to enhance gastrointestinal motility. 
This acceleration of intestinal activity results in 
optimal delineation of the colon in 6 hours, so that 
a 24-hour examination is unnecessary, For retro- 
grade intestinal studies, the relatively low viscosity 
of the solution is disadvantageous. To overcome 
this, methylcellulose may be added; wetting agents 
may also be incorporated and are said to improve 
the coating qualities of the preparation. 

The incidence of side-effects after intravenous 
use of methylglucamine diatrizoate is relatively 
low. There is general agreement that such reactions 
occur no more frequently than with other organic 
iodine preparations, and several clinical investiga- 
tors feel that the incidence is significantly lower. 
After intravenous injection, nausea is the most 
commonly observed reaction; flushing of the skin, 
itching, dizziness, salivation, vomiting, choking 
sensations, paresthesias, urticaria, sneezing, and 
venous pain occur less frequently. The incidence 
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and severity of these reactions may be minimized 
by injecting the solution very slowly. After oral 
administration, mild diarrhea, which occurs not 
infrequently but which usually subsides sponta- 
neously within 24 hours, is the only untoward 
effect reported. 

The same potential dangers must be assumed to 
attend the use of methylglucamine diatrizoate in 
cerebral angiography as other radiopaque medi- 
ums; so far, few serious reactions have occurred. In 
experimental studies, it has been applied directly 
to the cerebral cortex without causing seizures. In 
human patients, transient hemiparesis, seventh 
nerve weakness, and temporary apnea have been 
reported. 

Intramuscular injection, customarily in the glu- 
teal region, produces considerable local discomfort, 
sometimes accompanied by paresthesias of the 
lower extremities. Symptoms ordinarily subside 
within 24 hours. 

Chronic toxicity studies in animals have revealed 
no serious toxic effects. In animals, 40% solutions 
injected subcutaneously, applied to the skin, or 
instilled in the eye produce no local irritation. 
Solutions of 30% concentration are not irritating 
when injected intraperitoneally or instilled into the 
bladder. However, intramuscular injections of 76% 
solutions diluted with an equal volume of distilled 
water produce considerable irritation. The inflam- 
matory reaction usually subsides within a week. 

As noted previously, the uses of methylglucamine 
diatrizoate as a radiopaque contrast medium are 
similar to those of other soluble organic iodine com- 
pounds, Its value for intravenous urography is well 
established by a substantial number of cases, and 
it is comparable to the best of other such agents 
both in the quality of the urograms produced and 
in the low incidence of undesirable side-effects. It 
has also proved eminently satisfactory for the vari- 
ous types of angiography. For roentgenographic 
examination of the gastrointestinal tract, it is, in 
general, less satisfactory than the standard barium 
suspension. However, it may be useful in the occa- 
sional patient who refuses to accept barium, in 
those patients in whom inspissation of the barium 
is especially to be feared, and in demonstrating 
those lesions for which a solution of low viscosity 
is required. 

Methylglucamine diatrizoate is contraindicated, 
or should be used with caution, in the presence of 
severe hepatic or renal disease, hyperthyroidism, or 
tuberculosis. 

Dosage.—Methylglucamine diatrizoate in suitable 
concentrations may be administered orally, rec- 
tally, intravenously, intra-arterially, intramuscular- 
ly, or instilled into the genitourinary tract. It should 
be remembered that this substance, like other or- 
ganic iodine compounds, may occasionally cause 
severe or even fatal anaphylactoid reactions when 
injected intravenously. Skin or ocular testing is 
probably of little value in predicting such reactions. 
A test dose of 1 cc. may cautiously be injected 
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intravenously before the full dose is given, although 
even such a test dose may cause death in hypersen- 
sitive individuals. (See the general statement on 
water-soluble organic iodine compounds for roent- 
genography in New and Nonofficial Drugs.) 

When used for intravenous excretory urography 
in adults, 20 cc. of a 76% solution is injected slowly 
into the antecubital vein, the full dose being given 
over a period of three to five minutes; 25 cc. of a 
60% solution also yields satisfactory results. The 
dose for infants is 5 cc. of a 76% solution; for young 
children, 10 cc.; and for older children, 15 cc. 

When administered by deep intramuscular injec- 
tion for excretory urography, the 60% solution is 
used. The dose is the same as the intravenous dose 
but is given in two divided doses, one in each 
buttock. 

In retrograde pyelography, 15 cc. of a 30% solu- 
tion is ordinarily adequate for unilateral pyelo- 
grams. Approximately 5 cc. may be sufficient for 
each exposure. The solution may be introduced 
either by syringe or by a gravity flow system, but, 
regardless of the system used, injection of the con- 
trast medium should be terminated as soon as the 
patient complains of a sense of fulness or pain in 
the region of the kidney. 

For peripheral arteriography, the 60 or 76% 
solution is injected rapidly into the femoral or 
subclavian artery. For visualization of the entire 
extremity, 20 cc. is injected; for the upper half or 
lower half only, 10 cc. may be sufficient. Since the 
drug must be injected rapidly for this purpose, 
side-effects such as nausea, vomiting, and flushing 
of the skin are relatively frequent. For angiocardi- 
ography and aortography in adults the 85% solu- 
tion is used; in children, the 76% solution is em- 
ployed. For cerebral angiography a 60% solution is 
used in single doses of 10 cc., repeated as indicated. 

For venography, 20 cc. of a 60% solution is suffi- 
cient for visualization of an upper extremity and 
10 cc. for a lower extremity. 

For oral administration prior to roentgenography 
of the gastrointestinal tract, 30 to 90 cc. of a 76% 
solution is given. The exact amount required will 
depend on the nature of the examination and the 
size of the patient. For infants and children up to 
five years of age, 30 cc. may be given; the dose for 
older children is 60 cc. If desired, the solution may 
be diluted with an equal volume of water, car- 
bonated beverage, milk, or mineral oil. Such dilu- 
tion, however, may result in some loss of contrast 
in the roentgenogram. 

For retention enemas, 240 cc. of a 76% solution 
diluted to 1,000 cc. is satisfactory. For children, 
90 cc. diluted to 500 cc. is usually adequate. 

Preparations.—solution (oral) 76%; solution (in- 
jection) 60% in 25 cc., 76% in 20 cc., 85% in 50 cc.; 
solution (intracavitary) 30% in 50 cc. 


Year of introduction: 1955. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, cooperated by furnishing scientific data to aid 
in the evaluation of methylglucamine diatrizoate. 
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DIAGNOSTIC PROBLEMS 


Clinical Pathological Conference (PM 1173-58), Dec. 5, 1958, from the Department of 
Pathology and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago; 
presented for publication by Daniel S. Kushner, M.D., and Paul B. Szanto, M.D. 


HYPOGAMMAGLOBULINEMIA, LEG ULCERS, AND TERMINAL 
MILIARY GRANULOMA 


Clinical Data and Discussion 


Dr. I. Snapper: This case brings out certain fun- 
damentals in medical thinking as well as fundamen- 
tal weaknesses of the human mind—our propensity 
to give in to fads and fashions in medicine. 

This 42-year-old man was seen at the Research 
Clinics of the Hektoen Institute for Medical Re- 
search of Cook County Hospital in May, 1957, 
complaining of chronic, multiple ulcers of the right 
leg of three years’ duration. He had had two epi- 
sodes of pneumonia before the age of 5 years. At 
that age a tonsillectomy and adenoidectomy were 
done. At the age of 6, he had had chickenpox and 
at 7, measles. At 10, a third episode of pneumonia 
occurred. Also, throughout childhood and adoles- 
cence, he had had frequent upper respiratory infec- 
tions, “sties,” “pink-eye,” and earaches. “Boils” and 
abscesses had occurred frequently after trauma and 
along the “belt line.” Several of these required 
incision and drainage. 

In late adolescence, he developed chronic sinus- 
itis. At the age of 21, he had a fourth episode of 
pneumonia. At about this time he injured his right 
knee while playing college football. Subsequently, 
mild aches and slight swelling of this knee frequent- 
ly recurred. When he was 28 years old, mandibular 
osteomyelitis occurred after total dental extraction 
for caries and pyorrhea. 

Despite these numerous illnesses, the patient 
developed normally into a large, athletic man, who 
fathered six children and was a successful lawyer. 
From the age of 38 until his death four years later, 
however, he was in chronic ill health. At the age of 
38, he developed an illness characterized by recur- 
rent chills and fever, with temperature to 104 F 
(40 C), easy fatigability, and cough productive of 
green-tinged sputum. A roentgenogram of the chest 
showed costophrenic angle pleural reaction on the 
right and a small area of plate-like atelectasis at the 
left base; the heart appeared normal. Previous 
x-ray examinations in 1950 and 1951 had shown 
normal heart and lungs. This illness lasted seven 


Dr. Kushner is Associate Director of Medical Education, Cook County 
Hospital, and Associate in Medicine, Northwestern University Medical 
School; Dr. Szanto is Director, Department of Pathology, Cook County 
Hospital, and Professor of Pathology, Chicago Medical School, 

Dr. Snapper is Director of Medical Education, Beth-E] Hospital, 
Brooklyn, N. Y. 


months before responding to a one-month course of 
penicillin. During this time (June, 1953), painless, 
pea-sized, subcutaneous nodules appeared on the 
posterior surface of his right leg, which subsequent- 
ly ulcerated and drained thick yellow material. 

In March, 1954, the patient entered another clinic 
complaining of leg ulcers, cough, weakness, and 
episodes of chills and fever. Physical examination 
showed a well-nourished man with numerous sub- 
cutaneous nodules and one draining sinus of the 
right leg. Results of urinalysis were negative. The 
hemoglobin level was 11.7 Gm. per 100 ml. (78%); 
the erythrocyte count was 5,180,000 and leukocyte 
count 1,200 per cubic millimeter. The blood smear 
showed “nothing that was considered diagnostic.” 
Roentgenograms demonstrated thickening of the 
sinus membranes, osteoporosis about the right knee 
joint, and an irregular density with linear strands in 
the left upper lobe of the lung. Results of bronchos- 
copy were negative. Cultures from the bronchial 
secretions and the leg ulcers, and guinea pig inocu- 
lations, were negative. A histoplasmin skin test 
gave positive results. 

In December, 1954, the patient entered a local 
hospital and was discharged a week later with a 
diagnosis of acute pharyngitis, perionychia of the 
right index finger, and simple leukopenia with fever, 
chills, and headache. Two weeks later, he was re- 
hospitalized because of sudden hemoptysis. Roent- 
genologic examination of the chest revealed infiltra- 
tion of the right upper lobe and a large cavity. A 
fluid level developed but the cavity gradually healed 
over a period of one month with combined peni- 
cillin and streptomycin therapy. Since this patient 
suffered from hypogammaglobulinemia, this cavity 
in the right upper lobe must have been a bronchi- 
ectatic abscess. Patients with agammaglobulinemia 
are prone to develop bronchiectasis. Smears and 
cultures of the sputum were consistently negative 
for tubercle bacilli. 

After this, the patient was fairly well, except for 
recurrent fatigue, fever, chills, and occasional 
pharyngitis. The leg ulcers tended to heal spon- 
taneously and reappeared with each febrile episode. 
In April, 1957, he entered another Chicago hospital 
because of these complaints, which had been severe 
for six weeks. He stated that his cough was mild 
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and that he expectorated one cup of thick green 
sputum daily. He also complained of slight dyspnea 
on exertion. 

Physical examination at the time of this hospitali- 
zation revealed a well-developed, well-nourished 
man who did not look very ill. His blood pressure 
was 110/70 mm. Hg, pulse rate 56 per minute, and 
temperature 99.8 F (37.7 C). Ear, eye, nose, and 
throat examination revealed no abnormalities. The 
lungs were clear to auscultation and percussion. The 
heart was not enlarged; the rhythm was regular; 
and there were no murmurs. Abdominal examina- 
tion disclosed a blunt-edged spleen extending 3 
fingerbreadths below the costal margin. The liver 
edge was barely palpable. The right knee was 
swollen. Multiple, superficial, punched-out ulcers, 
measuring 5 to 6 mm. in diameter, extended from 
the knee to the ankle. The skin between the ulcers 
was bluish and scaling. There were no varicosities. 

Laboratory investigation revealed the following 


Tasie 1.—Hematological Data* 
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"Smears showed anisocytosis (1 to 2+-), poikiloeytosis, and toxic 
eranulation of leukoeytes. Bone marrow aspiration (May, 1957): full 
marrow, Mitoses were observed in red blood cells and white blood 
cells. The ratio of nucleated red to white blood cells was 1:3. Mewa- 
karyocytes were plentiful, There was an increase in endothelial cells, 
eosinophils. and monocytes, and a slight inerease in blasts. Very few 
plasma cells were present 

| Platelets appeared adequate. 


information: Urinalysis showed pH 4.5, specific 
gravity 1.021, and no protein, sugar, or acetone; 
microscopic examination showed an_ occasional 
erythrocyte and leukocyte. On a 12-hour water dep- 
rivation test, the urine concentrated to a specific 
gravity of 1.024. Phenolsulfonphthalein test showed 
48% excretion in one hour and a total excretion of 
70% in two hours. Blood Kahn reaction was nega- 
tive. L. E. cell preparation was negative. An electro- 
cardiogram was within normal limits. A roentgeno- 
gram of the chest showed the heart size to be 
normal. A fibrotic strand was seen in the right upper 
lobe; the remainder of the lung was clear. The 
fibrotic strand probably was a remnant of the old 
bronchiectatic cavity. A flat plate of the abdomen 
showed a markedly enlarged, dense spleen. Views 
of the right knee showed a small tibial exostosis 
and bony demineralization. Cultures of the stool, 
urine, blood, and sputum were negative. Results 
of skin tests with purified protein derivatives 
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(PPD) 1 and 2 and coccidioidin and blastomycin 
tests were all negative. The histoplasmin skin test 
result was positive. Agglutinations for typhoid, 
salmonella, brucellosis, heterophil antibody, and 
Proteus OX-19 were all negative. A scalene node 
biopsy revealed an intact capsule, clearly defined 
peripheral sinuses, a stroma of lymphoid follicles, 
and a number of fat cells. No plasma cells were ob- 
served. Later, we will learn that the bone marrow 
also showed very few plasma cells. (For the hemo- 
gram and biochemistry data, see tables 1 and 2.) 

After May, 1957, the patient was followed as an 
outpatient. The physical findings remained as above. 
Serum protein paper electrophoresis repeatedly 
demonstrated a gamma globulin level between 0.40 
and 0.45 Gm. per 100 ml. If one considers 600 mg. 
per 100 ml. the lowest level of normal, this man had 
hypogammaglobulinemia. He did not have agam- 
maglobulinemia, because in that case the serum 
gamma globulin level would have been less than 25 
mg. per 100 ml. 

The complement-fixation tests for histoplasmosis 
and blastomycosis gave negative results. In view of 
the low levels of gamma globulin, one would expect 
little antibody formation. Numerous cultures from 
the sputum and leg ulcers for tuberculosis and fungi 
were negative. The antistreptolysin (ASO) titer 
was less than 6, and the isohemagglutin titer was 
1:2, both very low. The result of a sheep cell 
agglutination test for rheumatoid arthritis was nega- 
tive. All this is consistent with a low gamma globu- 
lin level and markedly reduced antibody formation. 
Challenge with 0.5 cc. of typhoid vaccine raised the 
Widal titers from zero to “H” 1:80 and “O” 1:40. 
One must assume that since the gamma globulin 
level was only reduced the patient still had some 
capacity for antibody formation but not sufficient 
to defend himself against infection. 

At this time, studies were also made on the pa- 
tient’s 13-year-old son. He had a history of frequent 
infections and was known to have had leukopenia 
since the age of 10 years. On physical examination, 
a sharp-edged spleen, extending 3 fingerbreadths 
below the costal margin, was the only apparent 
abnormality. The son’s serum protein electrophore- 
sis revealed a gamma globulin level of 0.42 Gm. 
per 100 ml., indicating an apparent congenital hypo- 
gammaglobulinemia, probably idiopathic. The pa- 
tient’s two youngest children, 5-year-old twin girls, 
were also reported to have undue susceptibility to 
infection. 

During June and July of 1957, the uptake and 
die-away plots of methionine tagged with radioac- 
tive sulfur (S*°) into the patient’s serum protein 
were investigated. The synthesis rate of gamma 
globulin was markedly depressed. His ability to form 
albumin and the other globulin fractions was nor- 
mal. The apparent biological turnover time of gam- 
ma globulin was markedly increased, demonstrating 
either failure to reutilize the S** label or abnormally 


| 
| 
hy 
| 
| 
| 
| 
| 
| 
| 
| 
| 
© 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


Vol. 171, No. 3 


rapid degradation. The apparent turnover time 
for albumins was normal. After this, the patient was 
given a loading dose of 55 Gm. of pooled gamma 
globulin intramuscularly. This raised his serum 
gamma globulin level to 0.68 Gm. per 100 ml. The 
subsequent die-away plot revealed an apparent 
turnover time of 72 days. The normal turnover time 
usually obtained by this method is approximately 
30 days. 

After completion of these studies, the patient's 
condition was maintained on monthly injections of 
6 Gm. of gamma globulin. On this regimen, his 
serum gamma globulin level was unchanged. Sub- 
jectively, the patient claimed great improvement. 
Objectively, marked healing of the leg ulcers was 
observed, which one might ascribe to the gamma 
globulin. 

In agammaglobulinemia, there is increased de- 
struction of gamma globulin; this man did not have 
increased destruction but decreased synthesis. Al- 
though this is still being investigated, it seems that 
this patient had an abnormality in gamma globulin 
metabolism, which is different from what has been 
described in true agammaglobulinemia. 

In October, 1957, while receiving gamma globulin, 
the patient again developed chills, fever, and a 
cough which did not respond to antibiotics. After 
six weeks, diarrhea, vomiting, dehydration, and 
prostration necessitated admission to a local hos- 
pital. Physical examination revealed only the re- 
currence of extensive ulcers of the right leg. These 
lesions may have healed with administration of 
gamma globulin, but gamma globulin did not pro- 
tect against a new infection. 

Urinalysis revealed proteinuria and occasional 
casts. Roentgenograms of the chest were unremark- 
able. Cultures of the stool and urine were negative. 
Leg ulcer biopsy showed necrosis, hyalinized tissues, 
and infiltration by polymorphonuclear leukocytes. 
(For hemogram and biochemistry data, see tables 
1 and 2.) 

Although his condition was unchanged after five 
days of infusion with erythromycin and_chlo- 
ramphenicol (2 Gm. each per day), 23 Gm. of 
gamma globulin was administered intramuscularly 
over a four-day period. This seemed to effect a 
remarkable and rapid recovery and, within two 
weeks, he was well enough to return to work. Evi- 
dently the low gamma globulin level played a role 
in the entire disease. 

Early in 1958, however, sinusitis, chronic cough, 
and fatigue recurred. In March, he elected to spend 
the summer in Arizona, “for his health.” In May, 
1958, he saw a physician because of cough. Postero- 
anterior x-ray view of the chest now revealed a re- 
markable change. Throughout the left lung field 
there was a fine reticular type of miliary deposit. 
This was less noticeable on the right side. The 
fibrotic scar in the right apex remained unchanged. 
The heart was normal. Cultures of the sputum were 
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negative. Results of skin tests with coccidioidin and 
PPD 2 were negative, while that of the histoplas- 
min test was positive. 

The patient was treated with a variety of drugs, 
including penicillin, streptomycin, hydrocortisone, 
decongestives, and antihistaminics. He also con- 
tinued to receive monthly injections of gamma 
globulin. 

In July, 1958, he returned to Chicago. He had lost 
55 Ib. (24.9 kg.), appeared weak, and was slightly 
dyspneic while sitting. Slight clubbing of the fingers 
was observed for the first time. His chest was clear 
to auscultation and percussion. The leg ulcers were 
almost completely healed. Physical examination was 
otherwise as before. Results of complement-fixation 
tests for histoplasmosis and blastomycosis were 
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negative. The patient was urged to seek hospitaliza- 
tion, and antituberculosis therapy was instituted. 
However, he remained at home, where he pursued 
a rapid downhill course and died on Aug. 2, 1958, 
after four years of chronic ill health. 

Of note in the hemograms was an eosinophilia of 
12% in February, 1958, and of 6% in May, 1958. 
Generally in agammaglobulinemia there is a dearth 
of eosinophils. The patient also had a sedimentation 
rate of 21 mm. per hour (Wintrobe) which in gen- 
eral in agammaglobulinemia is normal. The bone 
marrow showed very few plasma cells. The very 
low gamma globulin level is reflected in a low zinc 
sulfate turbidity and elevated uric acid levels. 

This man seems to have had a special form of 
hypogammaglobulinemia as opposed to agamma- 
globulinemia. He developed another disease at the 
end of his life, which appears to have been super- 
imposed on the lack of gamma globulin. 
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Dr. Leon Love: We have an interesting series of 
roentgenograms dating back to the original film in 
1950, at which time nothing remarkable was noted 
in the heart and lungs and the chest appeared nor- 
mal. In 1953, there was right pleural effusion which 
cleared by the time the next film was taken. Then 
an infiltration involved the right upper lobe with an 
area of radiolucency within the confines of the 
density. The left lung was still clear. Eight days 
later, a definite cavity with air fluid level was seen 
in the upright films. The remainder of the lung 
fields was unchanged. On Feb. 8, 1955, there was 
closure of the cavity and infiltration in the right 
first interspace. In 1957, the residuum of the cavity 
was seen in fibrotic strands or linear densities in the 
right hilus. The remainder of the lungs was clear. 

Roentgenograms of the knee showed only a rela- 
tive demineralization of the distal femur and proxi- 
mal tibia and fibula. There was no evidence of de- 
struction on the articular surface and nothing that 
could be called a septic arthritis or tuberculosis. 
This could be a nonspecific atrophy, possibly result- 
ing from the leg ulcers. A relative lack of density 
of the bone was noted, particularly down in the 
proximal tibia and fibula, but no definite bone de- 
struction was seen. The soft tissues were not re- 
markable for swelling or calcification. 

The most interesting film, taken in June, 1958, 
showed strands in the right first interspace and a 
fine lacework infiltration or nodular linear type of 
density from the apex of the left lung to the costo- 
phrenic angle. To account for miliary spread on the 
left and not on the right, the possibility of rupture 
into the left pulmonary artery must be considered. 

The abdominal film showed a large splenic 
shadow extending down below the costal margin. 
The kidneys were normal in size and shape. The 
bone detail was within normal limits. 

Dr. Snapper: This man had many signs which are 
compatible with the diagnosis of agammaglobuline- 
mia; he had splenomegaly, leukopenia, few anti- 
bodies, very few or no plasma cells, decreased 
synthesis of gamma globulin, multiple pneumonias 
and other infections, bronchiectasis, therapeutic 
response to antibiotics and gamma globulin, and 
familial characteristics. Nevertheless, there are 
several points against the diagnosis of idiopathic 
agammaglobulinemia. True idiopathic agamma- 
globulinemia is defined by levels of less than 100 
mg. per 100 ml. This patient had 400 mg. per 100 
ml. of gamma globulin. His typhoid antibody re- 
sponse to challenge must be due to the fact that he 
had only hypogammaglobulinemia. His daughters 
evidently also have a tendency to frequent infec- 
tions. This should not occur in true congenital 
agammaglobulinemia, which is a disease limited to 
male children. 
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Dr. David Bronsky: The daughters present hypo- 
gammaglobulinemia to the same extent as the father 
and son. They have splenomegaly and leukopenia 
also. 

Dr. Snapper: That makes the disease of our pa- 
tient still more remarkable. As far as I know, only 
the male siblings of a child with congenital agamma- 
globulinemia are afflicted with the disease. In addi- 
tion, our patient has ulcers of the legs, which are 
very much in the center of his disease. Since in true 
agammaglobulinemia no leg ulcers have been de- 
scribed, this deserves special consideration. 

This patient evidently suffered from the disease 
described in 1949 by Homburger and Petermann.' 
They reported a congenital form of hypogamma- 
globulinemia which occurred in both female and 
male members of one family. Four adult members 
of one generation, two of their paternal uncles, and 
four members of the second generation were in- 
volved. The gamma globulin values found in the 
serum of their patients were comparable with the 
findings in the serum of our patient. Several of these 
patients had edema of the legs, and three of the 
male members of this family had multiple ulcera- 
tions of the legs. It therefore appears that our pa- 
tient and his family are suffering from the same 
congenital disease Homburger and Petermann de- 
scribed. This disease must be a great rarity. The 
only other comparable observation I have encoun- 
tered in the literature is that of a 14-year-old male, 
reported by Firkin and Blackburn.’ The Tiselius 
electrophoretic pattern of this boy’s serum did not 
show a gamma globulin peak. Paper electrophoresis, 
however, revealed a gamma globulin component 
which was greatly reduced. This boy suffered from 
ulcers which initially were frequently occurring on 
his knees and later on the left shin and the outer 
aspect of the right leg. 

If we look at this problem from another angle, 
hypogammaglobulinemia may be the underlying 
cause of the remarkable syndrome of widespread re- 
current leg ulcers which cannot be explained by 
venous stasis, congenital hemolytic anemias, syphi- 
lis, etc. I have seen three such patients. One of these 
has already been reported on by Oppenheimer and 
Silver.* After this man had suffered from multiple 
leg ulcers for many years, he developed amyloidosis, 
manifested by 100% retention of congo red contrast 
medium. He was treated with liver injections, and 
not only did the results of the congo red test become 
negative but the ulcers completely disappeared. At 
biopsy, these leg ulcers were shown to be due to an 
arteritis and, therefore, this disease was considered 
to present a special form of arteritis, related to poly- 
arteritis. I saw this patient for the last time in 1951, 
at which time he had hypertension but no protein- 
uria. His total serum protein level was normal but 
his total globulin level was only 1.4 Gm. per 100 ml., 
suggesting that he may very well have had a hypo- 
gammaglobulinemia. 


q 
: 
| 
% 
rk 
| 


Vol. 171, No. 3 


Since prior to the description of hypogamma- 
globulinemia as a clinical entity, instances of exten- 
sive ulcers of the legs were accepted as a form of 
arteritis which was related to periarteritis nodosa. 
It will be interesting to learn about the histology of 
the arteries in the present case and also whether 
amyloidosis has developed. I am enthralled by the 
intriguing character of the rare underlying disease 
of our patient and especially by the concept that the 
syndrome of recurrent widespread ulcerations of 
the legs could be a manifestation of hypogamma- 
globulinemia—hence, the scantiness of my discussion 
of the actual cause of death of our patient. 

He developed a disease in Arizona which gave 
rise to miliary dissemination. Certainly, the most 
common form of rapidly fatal miliary dissemination 
is miliary tuberculosis. I dare say that a negative 
result of a PPD test does not speak against that. If 
he had received a large dose of tuberculin, he may 
have had a positive reaction. It is possible that he 
developed an acute fatal coccidiomycosis or other 
fungus disease. He may even have had Hodgkin's 
disease that did not become manifest until the last 
days of his life, but we have insufficient data to 
speculate about these possibilities. 

Dr. Irving Greenberg: Could the chronic sinusitis 
and the four separate episodes of pneumonia be 
correlated? 

Dr. Snapper: Sinusitis is so common, especially in 
patients who are susceptible to infections, that I 
would think there is little connection between that 
and the bronchiectasis. 

Dr. Greenberg: Could the radiolucency about the 
knee indicate gout? 

Dr. Snapper: I would think the patient had some 
changes in the cartilage of the knee joint. Though I 
have seen gouty tophi, I would be surprised if that 
were present here. 

Dr. Charles Fisher: How do you explain the leuko- 
penia? 

Dr. Snapper: Leukopenia is one of the frequent 
signs of agammaglobulinemia. 

Dr. Selig Kavka: Could the leukopenia be related 
to the splenomegaly? 

Dr. Snapper: This patient had leukopenia before 
the splenomegaly was recognized. In any case, if the 
spleen is enlarged in agammaglobulinemia, there is 
no hypersplenism because removal of the spleen 
does not change the leukopenia. 

Clinical Diagnosis.—The clinical diagnosis was 
familial, idiopathic hypogammaglobulinemia with 
leg ulcers as described by Homburger and Peter- 
mann; the ulcerations were possibly due to arteritis; 
and, terminally, a miliary tuberculosis may have 
developed. 

Pathologist’s Report 
Dr. Paul B. Szanto: The scalene lymph node 


biopsy, obtained through the courtesy of Dr. Samuel 
Levinson, director of laboratories, Weiss Memorial 
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Hospital, showed absence of lymphoid follicles with 
a general paucity of the lymphoid elements and 
proliferation of the retothelial cells (fig. 1). These 
findings have been described as characteristic for 
hypogammaglobulinemia. Although they are non- 
specific, one wonders whether a hypogammaglobu- 
linemic state could be suspected from the histo- 
logical appearance of the lymph node. 

At autopsy, the body was that of a well-developed 
but emaciated man. The brain was normal, grossly 
and histologically. The skin showed atrophy and 
superficial ulcerations, but vascular changes were 
not found in the material available for microscopic 
study. The skeletal muscle fibers were narrowed, 
as evidence of wasting. 

4 


Fig. 1.—Scalene lymph node obtained by biopsy. Note 
absence of definite follicles. 


The heart was of normal size (300 Gm.) and 
flabby, but the myocardium was _ histologically 
normal. The media of the aorta showed a diffuse 
decrease of elastica, while the adventitia and the 
vasa vasorum appeared normal. 

The gastrointestinal tract was normal. The kid- 
neys (together weighing 350 Gm.) showed a few 
shallow pyelonephritic scars near the hilus. Micro- 
scopically, in the areas of scarring, clusters of 
fibrotic glomeruli were seen; the atrophic tubules 
contained hyaline casts, resulting in a pseudothyroid 
appearance. The medulla of the left kidney showed 
a small fibroma measuring 1.0 cm. in diameter. The 
prostate and seminal vesicles were entirely normal. 

The liver (2,000 Gm.) was yellow; its inferior 
margin was rounded; its consistency was doughy. 
Histologically, the hepatic cells showed extensive 
vacuolization, identified as fat with oil red O stain, 
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and focal necrosis. The portal fields were moderate- 
ly enlarged. Scattered throughout the hepatic par- 
enchyma, miliary granulomas were seen consisting 
of epitheloid cells and Langhans’ type of multi- 
nucleated giant cells (fig. 2). The gallbladder and 
pancreas were grossly normal; microscopically, 
some of the islands of Langerhans were hyperplastic. 
There was moderate interlobular and intralobular 
fibrosis. 

All of the lymph nodes showed a uniform picture 
of lymphoid depletion, almost complete absence 
of plasma cells, and proliferation of the retothelial 
cells, changes identical to those seen in the lymph 
node biopsy specimen. The spleen was enlarged 
(1,020 Gm.), very firm, and showed reticulum cell 
hyperplasia and almost complete absence of plasma 
cells, as is characteristic for hypogammaglobuline- 
mia. 


Fig. 2.—Extensive fatty metamorphosis of liver; tubercie- 
like granuloma with Langhans’ type of giant cells. 


Both pleural cavities contained numerous fibrous 
adhesions. The lungs (combined weight 1,950 Gm. ) 
were over-distended, and, at least in many areas, 
their consistency resembled that of an air cushion. 
On cut section, the pulmonary parenchyma was 
seen to be honeycombed, especially in the right 
middle lobe. In the right upper lobe, this honey- 
combed rarefaction was extremely severe (fig. 3). 
In the right middle lobe, a large, calcified, distinctly 
rounded lesion measured 1.5 by 1.5 cm. (fig. 4). 
Similar calcified lesions were also noted in the right 
lower lobe and in the left lower lobe. Some of these 
lesions showed a laminated appearance. The bron- 
chopulmonary lymph nodes on both sides were cal- 
cified. Throughout the entire pulmonary parenchy- 
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ma, in both lungs but more numerous in the upper 
lobes, numerous small gray-white nodules measured 
between 1 and 4 mm. in diameter. Microscopically, 


Fig. 3.—Extreme rarefaction of pulmonary parenchyma 
of right lung. 


Fig. 4.—Right middle lobe showing calcified rounded 
lesion (interpreted as healed histoplasmoma). 


they consisted of epitheloid cells and Langhans’ 
type of multinucleated giant cells, presenting the 
appearance as seen in miliary tuberculosis. 
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Returning to the spleen, tubercle-like lesions were 
seen on both the surface and cut section. Splen- 
omegaly has been described in idiopathic hypo- 


Fig. 5.—Enlarged right adrenal, on cut section, revealing 
extensive caseation necrosis. 


Fig. 6.—Section from right adrenal revealing granulo- 
matous inflammation with extensive caseation necrosis. 


gammaglobulinemia, but in this case there was a 
superimposed granulomatous lesion. Microscopi- 
cally, the granuloma consisted of epitheloid cells and 
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multinucleated giant cells. Acid-fast stains were 
negative. The bone marrow also contained miliary 
granulomas. 

Both adrenals were enlarged (combined weight 
40 Gm.). On section, extensive caseation necrosis 
was seen to have destroyed the greater part of the 
cortex and medulla (fig. 5). Some normal cortical 
tissue was still discernible, probably sufficient to 
prevent the development of adrenal cortical hypo- 
function (Addison’s disease ). Microscopically, there 
was a massive caseation necrosis with epitheloid 
cells and Langhans’ type of multinucleated giant 
cells, just as is seen in tuberculosis (fig. 6). In some 
areas, there was a definite tendency to encapsula- 
tion. Thus far, the findings were entirely consistent 
with a miliary tuberculosis secondary to tuberculo- 
sis of the adrenals. On closer inspection of the 


Fig. 7.—-Numerous organisms identified as Histoplasma 
capsulatum phagocytosed by macrophages (lung). 


granulomatous lesions in the various organs (fig. 7), 
the periodic acid—Schiff stains and even the hema- 
toxylin and eosin stained sections revealed organ- 
isms identified as Histoplasma capsulatum. These 
organisms could be demonstrated in all organs in- 
volved, including the caseous necrotic adrenals. On 
the other hand, neither bacterioscopically, by the 
Ziehl Nielsen stain, nor by culture could tubercle 
bacilli be identified. Finally, H. capsulatum were 
isolated in pure culture from the various lesions, 
furnishing the final proof for the presence of sys- 
temic histoplasmosis as a terminal event in a patient 


‘ with idiopathic hypogammaglobulinemia. 
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Pathological Diagnosis.—The pathological diag- 
nosis was systemic, generalized histoplasmosis in- 
volving the lungs, liver, spleen, adrenals, lymph 
nodes, and bone marrow; idiopathic adult hypo- 
gammaglobulinemia; pulmonary emphysema; _bi- 
lateral pleural adhesions; fatty liver; and chronic 
pyelonephritis. 


Comment 


Dr. Szanto: This 42-year-old man evidently had 
an agammaglobulinemia or, more properly, adult 
idiopathic hypogammaglobulinemia, as a basis for 
frequently recurring infections. The lymph node 
biopsy specimen showed the changes characteristic 
for hypegammaglobulinemia; namely, absence of 
well-defined lymphoid follicles‘ with complete 
absence of both germinative centers and plasma 
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indeterminate, the patient acquired a primary 
histoplasma infection.* The pathogenesis of histo- 
plasmosis is well known (fig. 8).” The primary 
bronchopulmonary type of infection is benign, self- 
limited, and often without localizing clinical symp- 
toms. It heals with calcification. From this primary 
focus, before the healing process is completed, a 
hematogenous spread may occur which is either 
focal and self-limited or may become systemic. This 
hematogenous spread may result in (1) calcified 
foci in spleen and liver, (2) miliary calcified foci in 
the lung, and (3) caseation necrosis in the adrenal 
glands. At any time a hematogenous spread may be 
discrete, resulting in miliary calcifications, or diffuse, 
resulting in active systemic disease. 

The primary focus in the lung with the satellite 
lymph nodes form the primary complex. A progres- 
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cells, and hyperplasia of the reticulum cells. Spleno- 
megaly,° even without superimposed generalized in- 
fection, is also quite characteristic for congenital 
hypogammaglobulinemia, presumably due to the 
prominent reticuloendothelial hyperplasia. At au- 
topsy, there was a generalized atrophy of the 
lymphatic tissue with absence of plasma cells. Thus 
far, the entire picture was compatible with and 
even characteristic for hypogammaglobulinemia. 
Because of the decreased host resistance related 
to hypogammaglobulinemia, the patient's resistance 
toward various infectious agents was markedly de- 
creased, The extreme rarefaction of the pulmonary 
parenchyma is interpreted as the residua of old pul- 
monary infections. At some time, which must remain 


2. Advanced caseation which is either - 
diffuse 
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Fig. 8.—Pathogenesis of histoplasmosis (modification of outline by Baum and Schwarz’). 


sive enlargement of the bronchopulmonary lymph 
nodes may lead to bronchiectasis due to compres- 
sion of the bronchus, or may even perforate into the 
bronchus, and, with calcification, form a broncho- 
lith. The pulmonary primary focus may also show a 
progressive enlargement, resulting in bronchogenic 
spread, which, if it is still not too far advanced, may 
be reabsorbed with or without scar formation. Or, 
this soft, single or multiple primary focus may re- 
main active, progressing slowly, leading to a chronic 
pulmonary histoplasmosis, which is either of fibro- 
cavitary type or presenting well-circumscribed 
granuloma or granulomas, the latter designated as 
histoplasmoma. 
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In summary, a characteristic pulmonary histo- 
plasmosis, especially of the type of histoplasmoma, 
may be the result of the direct extension of the pri- 
mary focus, a bronchogenic spread, or a hemato- 
genous dissemination. A histoplasmoma may also 
heal by complete reabsorption, with or without scar 
formation. The so-called pulmonary histoplasmosis 
includes the following various types of lesions of 
variegated pathogenesis: (1) circumscribed lesions 
roentgenographically presenting the appearance of 
coin lesions, which may develop centrifugally from 
a small central focus, or which may represent en- 
capsulated infiltrates; (2) nodular lesions appearing 
as soft granulomas, or as calcific fibrocaseous or 
ossified lesions; and (3) chronic pneumonitis con- 
sisting of early histiocytic infiltration with organiza- 
tion of the fibrinous exudate, developing into a 
granuloma consisting of epitheloid and Langhans’ 
type of giant cells. It is the circumscribed lesions 
which show the characteristic onion-shaped type of 
lesions. 

Thus, in the patient under discussion, the primary 
histoplasma_ infection failed to heal completely, 
probably smoldering in a bronchopulmonary lymph 
node or perhaps in the closed pulmonary cavity. 
Because of the decreased resistance, several months 
before death the originally self-limited pulmonary 
lesion became generalized, systemic, involving many 
organs, especially the lungs, liver, spleen, and 
adrenals. Leukopenia and splenomegaly belong to 
the clinical picture of histoplasmosis, although in 
this case both signs could be explained secondary 
to, or by association with, hypogammaglobulinemia. 
It may be mentioned that, despite the severe in- 
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volvement of the various organs, the number of 
phagocytosed histoplasma organisms was not as 
great as ordinarily seen in fatal systemic histo- 
plasmosis. One might speculate that the phagocyto- 
sis of this organism by the reticuloendothelial 
system was less efficient because of the hypogam- 
maglobulinemia. The importance of opsonins for 
the phagocytosis by polymorphonuclear leukocytes 
is well known. It is possible that a similar antibody 
plays a role in the phagocytic activities of the 
reticuloendothelial system and that the formation of 
this antibody is related to gamma globulin. 
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pigs were conducted to compare the relative value of commercially available 
human infant milk formulas and previously tested baby pig diets as measured 


im DIETS TESTED ON BABY PIGS.—Two experiments involving 136 


by rate of gain and feed conversion. . . . Pigs averaging 11.1 days of age and 5.8 
pounds of body weight were selected and randomly allotted by weight within 
replication to the 8 ration treatments. . . . Feed and water were provided ad libitum. 
Consumption records were kept twice daily for those pigs receiving the liquid milk 
diets and weekly for those pigs receiving dry diets. Weight records were taken 
weekly. . . . The 1- to 5-week gains and feed conversion were quite satisfactory 
for the pigs receiving formulas containing milk as the source of protein when the 
protein levels were approximately 2.7 to 3.4% of the liquid diet (20 Calories per 
fluid ounce). The feeding of formulas containing 1.7 and 1.6% protein and 3.4 
and 3.5% fat, respectively, resulted in less rapid growth and required more dry 
matter per pound of gain as compared to the baby pig diets or the infant formulas 
containing 2.7% protein and 2.8% fat. The feeding of formulas containing soya 
protein at 3.2 and 3.1% resulted in lowered rate of gains and increased feed re- 
quired per pound of gain, which is a reflection of the baby pig’s inability to ade- 
quately utilize soya protein. The baby pig shows promise as a test animal in 
biologically evaluating human infant diets, however these data need to be cor- 
roborated with carefully controlled clinical studies and general observations with 
the human infant.—F. Diaz, V. C. Speer, P. G. Homeyer and others, Comparative 
Performances of Baby Pigs Fed Infant and Baby Pig Diets, The Journal of Nutri- 
tion, May 10, 1959. 
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NEW CONCEPTS OF THE 
NATURE OF VIRUSES 


ACTERIOPHAGES (or viruses which in- 

fect bacteria) were discovered in 1915. 

They were used as therapeutic agents for 

various infectious diseases with discourag- 
ing results, and interest in them declined. Two 
decades ago investigations were initiated in which 
bacteriophages were used as a model aimed at the 
general question of how viruses multiply. The basic 
problems posed in these investigations were the 
mechanisms of inheritance of genetic information 
and of mutation and the forces involved in the con- 
trol of growth and the determination of macro- 
molecular structures. The experimental simplicity 
of the Escherichia coli bacteriophage system and 
the cooperative work of physicists and chemists as 
well as biologists has led to exciting progress and 
the formation of new concepts not only in virology 
but also in almost all aspects of biology and medi- 
cine. 

One important new principle resulting from these 
studies is that there are two different patterns of 
host virus interaction which can occur. Infection 
can lead to the virulent response in which phage 
production begins immediately after infection and 
the host cell is lysed within a relatively short time. 
The other response produced by so-called tem- 
perate phage line been termed the lysogenic _re- 
sponse. In this reaction the virus which is adsorbed 
normally is converted to a form termed a “pro- 
phage” which becomes closely associated with the 
bacterial chromosomes. The host cell divides nor- 
mally and under ordinary circumstances gives no 
indication that it contains a latent or concealed 
virus which is reproducing simultaneously. These 
lysogenic cells (or their daughter cells) can be 
induced to give the virulent response at any time 
by various chemical or physical treatments. The 
inducing agents appear to upset the close relation- 
ship between the prophage and the host nuclear 
apparatus and it is significant that the inducing 
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agents (or treatments) such as ultraviolet light, 
x-rays, and nitrogen mustards are all mutagenic 
_ It has also been found that certain lysogenic 
phages can confer new and inheritable ieatitic 
abilities on the host cell they lysogenize. These 
include such properties as the ability to synthesize 
an amino weed or vitamin which the uninfected cell 
could not manufacture. 

These two patterns of virus—host cell interaction, 
the existence of “pro-viruses” and the acquisition of 
new synthetic abilities, are important in consider- 
ing viral diseases of animals. While no convincing 
example of a lysogenic relationship as yet has been 
found with animal viruses, certain experiments 
suggest that a similar relation might exist between 
certain “moderate” animal viruses and their host 
cells. Indeed, the direction of much animal virus 
research today is largely an effort to demonstrate 
phenomena which were first found in phage work. 
Typical examples of moderate viruses are herpes 
simplex and fowl pox viruses. Both are apparently 
carried in a concealed form and their virulent phase 
can be induced by various treatments. It is note- 
worthy that fowl pox lesions can be produced in 
healthy fowl by methyl cholanthrene, a carcinogen. 

Another central and basic concept which origi- 
nated in work with the bacterial viruses is that 
there are separate functions for viral nucleic acid 
and viral protein. Although some virus particles 
contain a variety of other components, such as 
enzymes which attack the host cell wall, the two 
essential components are protein and nucleic acid of 
either the desoxyribose nucleic acid (DNA) or the 
ribonucleic acid (RNA) type. In 1952 it was shown 
that bacteriophages inject their DNA into the host 
cell and leave the bulk of the protein outside the 
cell. The DNA controls the metabolic machinery 
of the host and initiates the events leading to virus 
reproduction while the protein portion is thought 
to protect the DNA and insure its entrance into 
the host. This experiment greatly strengthened the 
evidence in all biological fields that DNA was the 
zenetic material. Four years later, in 1956, it was 
found that nucleic acid of the RNA type obtained in 
ure form from tobacco mosaic virus and completely 
hese of protein was infectious for tobacco plants. 

These concepts and methods were immediately 
applied to the animal viruses with almost startling 
success. Within the past two years RNA prepara- 
tions which are infectious as judged by the charac- 
teristic changes they produce in tissue cultures 
have been obtained from at least seven different 
animal viruses or tissues infected with these viruses. 
These viruses include influenza, poliomyelitis, foot 
and mouth disease, meningoencephalitis, Murray 
Valley encephalitis, eastern equine encephalitis, and 
encephalomyocarditis. As yet infective DNA prepa- 
rations have not been obtained from animal viruses 
which contain this type of nucleic acid such as the 
pox viruses or adenoviruses. Although no direct 
evidence has been presented that viral nucleic acid 
is normally an infectious agent, the existence of 
“moderate” viruses supports this possibility. These 
results strongly suggest that future developments 
of new chemotherapeutic agents will depend on our 
knowledge of the chemistry of viral nucleic acid 
and of their interaction with their host cell. 
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MEDICAL NEWS 


CALIFORNIA 

Dedicate Medical Center.—Dr. James A. Shannon, 
Bethesda, Md., director of the National Institute of 
Health, and five other speakers highlighted the 
two-day dedication of the new 22-million-dollar 


Stanford Medical Center, Stanford, Sept. 17 and 18. 


The program included Governor Edmund G. 
Brown, and Nobel Laureate Joshua Lederberg, 
head of Stanford’s department of genetics. The 
final public ceremony marking the official opening 
of the center was held in the fountain-sprayed 
court in front of the building Sept. 18. The major 
address of the evening was presented by Mr. Frank 
Stanton, president of the Columbia Broadcasting 
System. The move of the Stanford Medical School 
from San Francisco to the campus near Palo Alto 
has included three major ideas: that medical stu- 
dents ought to be near other university departments 
so they can absorb a broad knowledge along with 
the techniques of medicine; that as a consequence, 
they will learn to treat “not the ulcer but the 
man”; and the final fruition of a long and pleasant 
connection between Stanford and the City of Palo 


Alto. A welcome address Sept. 17 by Dr. Robert 
H. Alway, San Francisco, dean of Stanford Medi- 
cal School, stressed the dedication’s theme: “Medi- 
cal Care, the University and Society.” Throughout 
the two days, for both scientific and lay audiences, 
there also were lectures on new research discov- 
eries by Stanford scientists. 


CONNECTICUT 

Annual Grover Powers Lecture.--The third annual 
Grover Powers Lecture will be held at Yale Uni- 
versity School of Medicine, New Haven, on Tues- 
day, Oct. 13, 5 p. m. The guest speaker will be 
Dr. Horst Bickle, of Marburg/Lahn, Germany. In- 
formation may be obtained from Dr. Milton J. E. 
Senn, Director, Yale University Child Study Cen- 
ter, 14 Davenport Ave., New Haven 11, Conn. 


ILLINOIS 

Hospital Addition—The St. Francis Hospital, 
Evanston, is constructing another addition. It will 
be an air-conditioned, one-story structure and will 
house a new diagnostic and treatment center, re- 
placing the present outpatient department and 
emergency rooms. Part of the cost of this building 
will be covered by a grant of $155,516 which has 
been approved by the Health, Education and Wel- 
fare Department, from Hill-Burton funds. The 
construction will cost about $690,000, including 
= Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 


hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 
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equipment. The outpatient department will con- 
tain a surgical area with facilities for dental, oral, 
and minor surgery, as well as for proctoscopic 
examinations, the tumor clinic office, special diag- 
nostic sections for cephalometric and audiometric 
tests, an ophthalmological examining room and a 
special ear, nose, and throat unit. 


Conference on Aging.—The Illinois State Medical 

Society will hold a Conference on Aging at the 

Leland Hotel, Springfield, Sept. 27. Dr. Joseph T. 

O'Neil, Ottawa, president, Illinois State Medical 

Society will open the meeting. The program in- 

cludes the following papers: 

A Survey of the Problems and Needs of Persons 65 and Over, 
Vernon C. Pohlman, Ph.D., Normal. 

Prevention and Early Detection of Chronic Illness in the 
Aged, Dr. Henry T. Ricketts, Chicago. 

Rehabilitation of the Chronically Il] Aged, Dr. Edward E. 
Gordon, Chicago. 

Rehabilitation in Nursing Homes, Mr. John A. Hackley, 
Peoria. 

A program, “Nursing Home Care of the Aged,” will 

include four papers. An afternoon symposium, 

“Financing Medical Care of Those 65 and Over,” 

is planned. Speaker at the luncheon will be Dr. 

Frederick C. Swartz, Lansing, Mich., Chairman, 

Committee on Aging, American Medical Associa- 

tion. 


Chicago 

Building for Clinical Research.—The U. S. Public 
Health Service has formally approved a $1,068,034 
grant for the construction of the Philip D. Armour 
Clinical Research Building at the University of 
Chicago. The total cost of the Armour Building is 
estimated at 3 million dollars. Completion of the 
six-story medical research building is expected in 
1961. It will be built along Ellis Avenue between 
58th and 59th streets, increasing to 14 the research 
buildings of the University of Chicago medical 
center. An additional $11,489 has been granted for 
other laboratory facilities at the University of Chi- 
cago clinics. The Armour Building is named in 
honor of a member of a pioneer Chicago family. 
Funds for the construction of the building will also 
come from contributions from the estate of Philip 
D. Armour, left after his death a year ago; from his 
widow, Dorothy H. Armour; his mother Mrs. P. A. 
Valentine; his brother, Lester Armour, chairman of 
the Chicago National Bank, and his two sons, 
Philip D. Armour Jr., and David B. Armour. The 
University of Chicago will contribute existing 
funds toward the building. 
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MICHIGAN 

Dr. Bing Named McGregor Professor.—Dr. Richard 
J. Bing, professor in medicine at Washington Uni- 
versity, St. Louis, was appointed William H. 
McGregor Professor of Internal Medicine of Wayne 
State University, Detroit. He will act as chairman 
of the department of medicine. The department 
chairmanship has been vacant since 1958 when Dr. 
Gordon Myers resigned to devote full time to teach- 
ing and research. Dr. Bing, a native of Bavaria, 
attended the universities of Vienna and Berlin and 
received his M.D. from the University of Munich in 
1934 and another M.D. degree from the University 
of Bern in 1936. 


MISSOURI 

Dr. Thompson Named Urology Chairman.—Dr. Ian 
M. Thompson, assistant professor of surgery, Uni- 
versity of Michigan Medical Center, Ann Arbor, 
was appointed chairman of the department of 
urology at the University of Missouri Medical 
School, Columbia. 


Cancer Conference in Cape Girardeau.—The sixth 
annual Southeast Missouri Cancer Conference will 
be held Oct. 4 at Cape Girardeau. Guest speakers 
and their specialties will be Dr. Chester Cassel, 
Miami, Fla., gastroenterology; Dr. Robert A. 
Greene, Minneapolis, internal medicine; Dr. Donn 
G. Mosser, Minneapolis, radiology; and Dr. Stuart 
W. Arhelger, Minneapolis, surgery. The clinical 
sessions will include the following subjects: thyroid 
diseases, office diagnosis and procedures, isotopes 
in diagnosis, and treatment and lesions of the distal 
bowel. The conference wil! conclude with an eve- 
ning clinical discussion at which a diagnostic sym- 
posium will be held. For information write Mr. Ray 
McIntyre, Field Secretary, Missouri State Medical 
Association, 634 North Grand Ave., St. Louis 3. 


NEW YORK 
Pollen Sampling Network.—A_ 16-station pollen 
sampling network was opened Aug. 3 by the New 
York State Air Pollution Control Board. Thirteen of 
the stations will make daily pollen counts available 
to residents of the state. Three other stations will 
not make daily reports, but figures from these will 
be published in an annual ragweed pollen index 
and made available to the public. Last year, only 
six stations participated in the network. The stations 
will provide a guide to pollen concentrations in the 
atmosphere and “help hay fever sufferers chart the 
progress of the hay fever season.” In most cases, 
the sampling stations and pollen counting will be 
conducted by personnel of local health departments. 
Stations will be set up in Albany, Batavia, Belmont, 
Cobleskill, Corning, Fire Island, Hornell, Ithaca, 
Montauk, Niagara Falls, Poughkeepsie, Schenec- 
tady, Troy, Tupper Lake, Warsaw, and Yonkers. 
Those at Fire Island, Montauk, and Schenectady 
will not participate in the daily reporting system. 
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Office of Mental Retardation.—Organization of an 
Office of Mental Retardation in the New York State 
Department of Mental Hygiene to coordinate and 
develop all services for the mentally retarded was 
announced by Dr. Paul H. Hoch, commissioner of 
mental hygiene. The new office will have its head- 
quarters in the department’s Albany office at 240 
State St., near all official state agencies responsible 
for the welfare of the mentally retarded. It will be 
under the direction of Dr. Arthur W. Pense, deputy 
commissioner, assisted by Dr. Joseph L. Camp, 
newly appointed deputy assistant commissioner. 
The staff of the office will visit the state’s six in- 
stitutions for the mentally defective regularly and 
will coordinate the institutional programs and 
activities with the work of various units in the 
central office of the department. Another respon- 
sibility will be the development of new institutions 
for the mentally retarded which will be necessary 
to provide for those patients who cannot be cared 
for in community programs. 


Meeting on Industrial Medicine.—The New York 

State Society of Industrial Medicine, Inc., will pre- 

sent a scientific program Sept. 30 in the Louis XVI 

Suite of the Waldorf Astoria Hotel, New York City, 

at 5 p. m. The general theme of the scientific pro- 

gram is “The Treatment of Pain Syndromes Com- 

monly Encountered in Industry.” The speakers and 

their subjects follow: 

The Physio-Dynamics of Pain, Dr. Herbert Kupperman, 
N. Y. U.—Bellevue Medical Center. 

Headache, Dr. Arnold P. Friedman, Columbia College of 
Physicians and Surgeons. 

Dr. Martin L. Stone, New York Medical 
College. 

ee ‘Shoulder Syndrome, Dr. Robert L. Fransway, Wayne, 
Mich. 

Back Pain, Dr. Kaman Frankel, Jefferson Medical College, 
Philadelphia. 

Physicians are cordially invited to this scientific 

session. For information write Dr. Anthony A. Mira, 

Chairman, Education Committee, New York State 

Society of Industrial Medicine, Inc., 30 Rockefeller 

Plaza, Room 2400, New York 2. 


Obstetricians and Gynecologists Meet.—District I] 
of the American College of Obstetricians and 
Gynecologists, comprising New York State, will 
hold its annual meeting in the Waldorf-Astoria 
Hotel, New York City, Sept. 24-26. Dr. John I. 
Brewer, Chicago, president of the college, will be 
the banquet speaker on Sept. 25. The scientific 
program Sept. 25 and 26 will consist of (1) four 
panels, covering toxemia of pregnancy, legal re- 
sponsibility for the unborn child, hydatidiform 
mole and choriocarcinoma, and super voltage 
roentgen therapy in pelvic maligancies; (2) 16 
clinical conferences; (3) six breakfast conferences, 
covering inducing and timing of ovulation, ectopic 
pregnancy, office gynecology, hospital staphylococ- 
cal infection, use and abuse of forceps, and ob- 
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stetric shock. Dr. Martin L. Stone, New York City, 
is chairman of the program committee. Dr. Abra- 
ham C. Posner, New York City, is district chairman, 
and will preside over the business meeting. For 
information, write to Mr. Donald F. Richardson, 
American College of Obstetricians and Gynecolo- 
gists, Box 749, Chicago 90. 


New York City 

Symposium on Diabetes.—“Changing Basic and 
Clinical Concepts of Diabetes Mellitus” will be the 
subject of the seventh all-day symposium sponsored 
by the Clinical Society of the New York Diabetes 
Association, Inc., to be held Friday, Oct. 16, at 
Hunter College Playhouse Auditorium. The day’s 
program will attempt an integration of recent 
advances in basic sciences with clinical concepts of 
diabetes. Dr. Martin G. Goldner, Brooklyn, chair- 
man of the society, has extended a cordial invitation 
to physicians, medical students, and other members 
of the profession to attend. There is no attendance 
fee, but advance registration is required for ad- 
mittance. For information, write the New York 
Diabetes Association, Inc., 104 E. 40th St., New 
York 16. 


Dr. Reese to Give Schoenberg Lecture.—The an- 
nual Schoenberg Memorial Lecture, sponsored 
jointly by the New York Society for Clinical 
Ophthalmology and the National Society for the 


Prevention of Blindness, will be given at 8:15 p. m. 
on Monday, Dec. 7, at the New York Academy of 
Medicine, 2 E. 103rd St. Dr. Algernon B. Reese, 
clinical professor of ophthalmology, Columbia Uni- 
versity College of Physicians and Surgeons, will 
give the lecture, “The Role of the Pigment 
Epithelium in Ocular Pathology.” Dr. Mark J. 
Schoenberg, a New York ophthalmologist, was a 
founder of the New York Society for Clinical Oph- 
thalmology and was the first chairman of the na- 
tional society's committee of glaucoma. Since his 
death in 1945, the two societies have joined each 
year in honoring his memory. All physicians are 
welcome. 


NORTH CAROLINA 

Dr. Martin to Give Reeves Lecture.—On Oct. 16, 
Dr. Charles L. Martin, of Dallas, Texas, will give 
the third Robert J. Reeves Lecture on Radiology at 
Duke Medical Center, Durham. Dr. Martin will 
speak on the treatment of cancer of the head and 
neck with irradiation. 


Personal.—Dr. Charles L. Johnston Jr., of the Uni- 
versity of North Carolina School of Medicine, 
Chapel Hill, has left for a year’s study and research 
in Oslo, Norway. Dr. Johnston is a research asso- 
ciate in the department of physiology. His research 
and study will be conducted at the Institute for 
Thrombosis and Hemorrhagic Diseases. He will be 
working with Dr. Paul A. Owren, of the Institute. 
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——Dr. Kerr L. White, of the University of North 
Carolina School of Medicine, Chapel Hill, was 
awarded a Commonwealth Fund Advanced Fellow- 
ship for a year’s study and research in Great Britain 
and Europe. Dr. White is associate professor of 
medicine and preventive medicine. He will work 
with Dr. J. N. Morris at the Social Medicine Re- 
search Unit of the Medical Research Council of 
Great Britain. Dr. White also will visit France, 
Switzerland, the Netherlands, Norway, Sweden, 
and Denmark. 


PENNSYLVANIA 

Meeting of Obstetricians and Gynecologists.—Dis- 
trict II] of the American College of Obstetricians 
and Gynecologists will hold its annual meeting at 
the Hershey Hotel, Hershey, Oct. 9-10. The district 
covers Pennsylvania, Delaware, and New Jersey. 
The scientific program will consist of 18 papers. 
Dr. Robert A. Cosgrove, Jersey City, N. J., district 
chairman, will present the opening remarks. The 
presiding officers at the scientific sessions will be 
Drs. George H. H. Garrison, Wilmington; Robert A. 
MacKenzie, Asbury Park, N. J.; and Clayton T. 
Beechman, Philadelphia. A motion picture, “Shauta- 
Amreich Radical Vaginal Hysterectomy” will be 
narrated by Dr. Milton L. McCall, New Orleans. 
For information, write to Dr. Robert A. Cosgrove, 
8 Clifton Place, Jersey City 4, N. J., or Mr. Donald 
F. Richardson, executive secretary, ACOG, Box 749, 
Chicago 90. 


Philadelphia 

Opinion Poll for Hospital Employees.—Lankenau 
Hospital gave its 700 employees an opportunity to 
say what they think of their jobs, salaries, fellow 
employees, supervisors, and general hospital poli- 
cies. A special questionnaire was prepared for this 
purpose and employees were asked specifically not 
to identify themselves in their questionnaires in 
the hope that their answers would be frank. A 
similar questionnaire entitled “Here’s What | 
Think” was distributed by the hospital in August, 
1957. The response resulted in several changes in 
hospital policy including the publication of a Per- 
sonnel Handbook in January, 1958, and increased 
emphasis on the hospital's merit rating program. 
This second poll and others which may be scheduled 
in the future have been designed to help maintain 
the “high levels of working conditions” developed 
at Lankenau over the past several years. 


Symposium on Nutrition.—The Commission on Car- 
diovascular and Metabolic Diseases of the Medical 
Society of the State of Pennsylvania in cooperation 
with the Committee on Nutrition and Metabolism 
of the Philadelphia County Medical Society and 
the National Vitamin Foundation is sponsoring a 
symposium for interns, residents, and practicing 
physicians in the Philadelphia area on nutritional 
and metabolic considerations in diseases at the 
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Philadelphia General Hospital, Oct. 21. The follow- 
ing program will be presented: Dr. Michael G. 
Wohl, Philadelphia, moderator; Dr. Paul Gyorgy, 
Philadelphia, “The Present Controversy Regarding 
Protein Nutrition”; Dr. Thomas E. Machella, Phila- 
delphia, “Nutritional Aspects of Gastric Disease”; 
Dr. Robert G. Ravdin, Philadelphia, “The Role of 
Nutrition in Pre-and Post-Operative Care of the 
Surgical Patient”; Dr. William H. Sebrell Jr., New 
York City, “Vitamins in the Practice of Medicine”; 
and Dr. Robert $. Goodhart, New York City, “Sum- 
marization.” Through the courtesy of E. R. Squibb 
and Sons arrangements have been made to have the 
symposium taped and picked up on the Albany 
Radio Program and also to be transmitted by tele- 
phone to various hospitals in Philadelphia. 


TENNESSEE 

Medical Assembly in Chattanooga.—The Tennessee 
Valley Medical Assembly will hold its seventh an- 
nual meeting Sept. 28-29 at the Read House, Chat- 
tanooga. The following is a list of those who will 
read papers before the assembly: Drs. John R. 
Paine, Buffalo, N. Y.; Dwight E. Harken, Boston; 
J. Granfton Love, Rochester, Minn.; E, Vincent 
Askey, Los Angeles, President-Elect, American Med- 
ical Association; Chester C. Guy, Chicago; Milton H. 
Erickson, Phoenix, Ariz.; Edgar V. N. Allen, Roch- 
ester, Minn.; Eugene A. Stead Jr., Durham, N. C.; 
Richard T. Shackelford, Baltimore; Lee F. Hill, Des 
Moines, Iowa; Morton M. Ziskind, New Orleans; 
Juan A. del Regato, Colorado Springs, Colo.; James 
Barrett Brown, St. Louis; Arnold H. Kegel, Los 
Angeles, Rudolf L. Baer, New York City; and 
George O. Eaton, Baltimore. Dr. Morris Fishbein, 
Chicago, professor emeritus (Rush) University of 
Illinois College of Medicine, Chicago, will be the 
banquet speaker. His subject will be “Medicine and 
the Changing Social Order.” The Chattanooga 
Area, Tennessee Nurses Association is sponsoring a 
one-day Nurses Institute in conjunction with the 
Tennessee Valley Medical Assembly Sept. 28. For 
information, write the Tennessee Valley Medical 
Assembly, 109 Medical Arts Building, Chattanooga 
2, Tenn. 


WEST VIRGINIA 

State Medical Election.—Dr. Jacob C. Huffman, of 
Buckhannon, was installed as president of the West 
Virginia State Medical Association by Dr. Louis M. 
Orr, President of the American Medical Association, 
at the final session of the state house of delegates, 
Aug. 22. He succeeds Dr. George F. Evans, of 
Clarksburg, who automatically becomes chairman 
of the council. Dr. John W. Hash, of Charleston, 
elected vice-president in 1958, was named presi- 
dent-elect, and Dr. Delmas E. Greeneltch, of 
Wheeling, a member of the council for nearly four 
years, was named vice-president in his stead. Dr. 
Daniel N. Barber, of Charleston, was reelected 


MEDICAL NEWS 


J.A.M.A., Sept. 19, 1959 


treasurer. He was named treasurer in 1958 to serve 
the unexpired term of his brother, Dr. Thomas 
Barber, of Charleston, who died shortly after being 
named to his 3lst consecutive term as treasurer of 
the association. 


GENERAL 


Dr. Bedell Received Gold Medal in 1952.—Owing 
to a typographical error in the 1958 Transactions of 
the Section on Ophthalmology of the American 
Medical Association, the name of Dr. Arthur J. 
Bedell, of Albany, N. Y. was not included in the 
list of the recipients of the gold medal known as 
“The Prize in Ophthalmology.” Dr. Bedell received 
this award in 1952. 


Grants for Heart Investigations.—Applications for 
American Heart Association grants-in-aid for the 
fiscal year beginning July 1, 1960, must be submit- 
ted not later than Nov. 1. Grants are made to non- 
profit institutions in direct support of a particular 
investigator for a specific program of research under 
his direction. Awards are in support of research in 
the cardiovascular field or basic sciences for periods 
up to five years. All applications for grants-in-aid 
must be made on forms obtainable from the Assist- 
ant Medical Director for Research, American Heart 
Association, 44 E. 23rd St., New York 10. 


Medical Illustrators Meet in Seattle.—The 14th an- 
nual meeting of the Association of Medical Illustra- 
tors will be held in Seattle on Oct. 5-7. Head- 
quarters will be at the Olympic Hotel and several 
sessions will be held at the University of Washing- 
ton. The central theme of the meeting, “Changes 
and Trends in Illustration,” will be presented 
through speakers, demonstrations, workshops, and 
conferences. Members’ work will be on exhibition 
on the University of Washington campus. Members 
of the medical profession are cordially invited to 
attend these sessions. Program chairman is Mr. 
Jessie W. Phillips, University of Washington Col- 
lege of Medicine, Seattle. 


Meeting on Medical Television.—The Council on 
Medical Television will hold its first meeting Oct. 
15-16 at the clinical center, National Institutes of 
Health, Bethesda, Md. The council, which consists 
of representatives of various organizations and 
institutions concerned with using television as a 
tool for undergraduate and postgraduate medical 
education, was recently established under the 
auspices of the institute for advancement of medi- 
cal communication to serve as an advisory and 
planning group “in meeting the challenges and real- 
izing the potential of this new medium for com- 
munication.” Organizations interested in sending 
observers to this meeting may contact the Institute 
for Advancement of Medical Communication, 33 E. 
68th St., New York 21. 
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Western Neurosurgical Meeting.—The fifth regular 

meeting of the Western Neurosurgical Society will 

be held Sept. 27-30 at the La Valencia Hotel, 

La Jolla, Calif. Papers which include invited au- 

thors are as follows: 

Vascular Disease of the Brain Stem, Dr. Augustus S. Rose, 
and Dr. Harry Fang, Los Angeles 

The Central Form of Von Recklinghausen’s Neurofibromato- 
sis, Dr. John B. Doyle Jr., Los Angeles. 

Neural Mechanisms Involved in Stress Induced Visceral Dis- 
order, Dr. Robert W. Porter, Long Beach, Calif. 

High Cervical Pain with Report of an Unusual Case, Lt. Cdr. 
Benjamin L. Crue, San Diego, Calif. 


A business meeting is planned for the morning of 
Sept. 28 with a second business meeting to follow 
a symposium, “Lumbar Disc Problems With Par- 
ticular Reference to the ‘Industrial Back’.” 


Meeting on Mental Deficiency.—The Great Lakes 
Region of the American Association on Mental De- 
ficiency will hold its fall meeting Oct. 2-3, at the 
Deshler Hilton Hotel, Columbus, Ohio. Cooperat- 
ing groups are the Association of Ohio Teachers of 
Slow Learners and the Ohio Administrators and 
Teachers of Classes for Retarded Children. The day 
session Oct. 2 will include Columbus public school 
classes for slow learners at Orient State School and 
Columbus State School. Mr. Chris deProspo, past- 
president of the association and professor of special 
education, New York University, will speak the 
evening of Oct. 2, at 8 p. m. Workshops to be held 
Oct. 3, will consider medicine, psychology, social 
work, education, business management and _ hospi- 
tals, administrators, and administration. William 
Cruikshank, Ph.D., Syracuse University will speak 
at the noon luncheon Oct. 2. Registration fee is $1. 


Gastroenterology Meeting in Los Angeles.—The 
24th Annual Convention of the American College 
of Gastroenterology will be held Sept. 21-23 at the 
Biltmore Hotel, Los Angeles, with a course in post- 
graduate gastroenterology pianned for Sept. 24-26. 
A Hawaii regional meeting will be held in Hono- 
lulu, Sept. 27. The program includes the following 
foreign speakers: Dr. Riva Xavier, Mexico; Dr. 
Markees Sylvio, Basel, Switzerland; Dr. Montanex 
Octavio, Mexico; Dr. Propatoridids T. Jordon, 
Athens, Greece; and Dr. Puente Pereda Francisco, 
Mexico. The Henry G. Rudner Sr. award paper, 
“The Acute Effects of Abdominal Paracentesis in 
Laennec’s Cirrhosis upon Exchanges of ‘ Electro- 
lytes and Water, Renal Function and Hemody- 
namics,” will be given by Dr. Martin E. Gordon, 
New Haven, Conn. The following panel discussions 
are planned: Gastric Ulcer in 1959, Liver Disease, 
and Pancreatic Disease. The annual dinner dance 
will be held 7 p. m., Sept. 22. President of the 
association is Dr. Frank J. Borrelli, New York City; 
Headquarters office is 33 W. 60th St., New York 
23, and Mr. Daniel Weiss is executive director. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Aug. 22, 1959 
A——. Aug. 23 


Paralytie Total 1958 
Type Cases Total 


New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 

Middle Atlantic States 
New York 
New Jersey 
Pennsylvania 

East North Central States 
Ohio 


Wiseonsin 

West North Central States 
Minnesota 
lowa 
Missouri 
North Dakota .... 
South Dakota 
Nebraska 
Kansas 

South Atlantie States 
Delaware 
Maryland 
District of Columbia 
Virginia 
West Virginia 
North Carolina 
South Carolina 


toe 


East South Central States 
Kentucky 
Tennessee 
Alabama 
Mississippi 
West South Central States 
Arkansas 
Louisiana 
Oklahoma 
Texas 
Mountain States 
Montana 


Wyoming ...... 
Colorado 


Pacifle States 
Washington 
Oregon 


Territories and Possessions 
Puerto Rico 


International Seminar on Pollinosis.—The first in- 
ternational seminar on the treatment of pollinosis, 
and other inhalant types of allergy by means of a 
single, annual injection of emulsified extract, will be 
held in Boston, Oct. 24-25. Participation is limited 
to 75 physicians. There is no registration fee. The 
first morning will be devoted to the preparation and 
administration of emulsified extracts and that after- 
noon to informal talks by some of the 40 physicians 
who will report on the results achieved in patients 
treated for the ragweed pollen season of 1959. Sun- 
day morning will be given to questions and answers 
and general discussion. A letter of intent should be 
sent to Dr. Ethan Allan Brown, 75 Bay State Road, 
Boston 15, at an early date. Laboratory space will 
be the only limitation of the number who may 
attend. 


3 
Area 
yes New England States 

12 16 6 

de 3 8 21 
5 12 12 
17 20 4 
igs bed 7 1 
es 23 29 5 
oe 2 5 
dete 20 22 5 

: 
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Bacteriologists Establish Detroit Headquarters.— 
The Society of American Bacteriologists announced 
that the society has recently established its national 
headquarters at 19875 Mack Ave., Detroit. The 
society recently announced the appointment of Mr. 
Raymond W. Sarber, formerly of the research 
division, Parke, Davis & Co., as executive secretary 
who will be in charge of the operation of the head- 
quarters. Functions to be centered in the head- 
quarters include all the business operations of the 
society, the society's employment service, and its 
liaison functions with other scientific groups. The 
Society of American Bacteriologists has a member- 
ship in excess of 6,000 which represents individual 
microbiologists and firms throughout the United 
States and abroad. The society currently publishes 
three technical journals and holds an annual scien- 
tific meeting. 


Annual Heart Meeting.—A total of 109 original 
scientific papers will be presented at the American 
Heart Association’s 32nd annual scientific sessions 
to be held Oct. 23-25 at Convention Hall, Phila- 
delphia. Also on the program will be a joint session 
with the American College of Cardiology. Co- 
sponsored by the AHA Council on Clinical Cardi- 
ology, this session will consist of a panel, “Cardiac 
Resuscitation,” Oct. 25. The association’s Council 
on Arteriosclerosis, formerly the American Society 
for the Study of Arteriosclerosis, will participate 
in a morning panel, “Conflicting Concepts of Ather- 
ogenesis,” Oct. 25, as well as in an afternoon pro- 
gram on_ arteriosclerosis. Secretary Arthur S. 
Flemming, of the U. S. Department of Health, 
Education, and Welfare, will be guest speaker at a 
business luncheon of the Council on Community 
Service and Education Oct. 24. His subject is “The 
Role of Voluntary Health Associations in Meeting 
Future Health Needs.” 


Slide Kit on Heart Diseases.—As an aid to physician 
speakers, a Resource Slide Kit consisting of 188 
Kodachrome and black and white slides on the 
subject of heart and circulatory diseases has been 
compiled by the American Heart Association. The 
complete set, including a small lighted viewer for 
selecting slides, is available from the association's 
national office for $60. A table of contents and 
descriptive material accompany the slides which 
are grouped for medical and for combined medical 
and lay audiences. Included in the set for medical 
audiences are electrocardiograms, heart drawings, 
and heart models and cardiac silhouettes. Informa- 
tion regarding the subject matter for combined 
medical and lay audiences may be obtained from 
the association, 44 E. 23rd St., New York 10. The 
35 mm. slides come in a metal box designed to hold 
300 cardboard mounted slides, allowing the user 
to add his own or additional AHA slides as they 
become available. 
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Abstracting Service for Hospitals.—A new service 
to keep hospitals informed of developments in 
hospital planning, financing, design and construc- 
tion was announced by the American Hospital 
Association. Starting in October the association 
will offer the Hospital Planning Abstract Service 
to provide a concise summary of what is appearing 
in journals, in reports, or in other publications. Dr. 
Edwin L. Crosby Jr., Chicago, director of the asso- 
ciation, said the Abstract Service will provide ma- 
terial to help in hospital program reevaluations. 
Persons who subscribe to the service will receive 
a set of 25 or more 4x6 index cards six times a year, 
eaeh card containing a summary of one article, 
book, pamphlet, or report. Material to be included 
will be metropolitan surveys which inventory fa- 
cilities and services for general hospitals or for 
special services, including recommendations on 
future needs; evaluation of the Hill-Burton pro- 
gram; articles which describe hospital, medical, or 
socioeconomic trends; and reports of developments 
in other countries. The Abstract Service will be 
furnished at a cost of $10 a year. 


Instrument Conference in Chicago.—The l4th an- 
nual Instrument-Automation Conference and Exhi- 
bit of the Instrument Society of America will be 
held in Chicago, Sept. 21-25. Nearly 190 presenta- 
tions have been scheduled for 60 sessions. The 
exhibitor total is expected to go over 400. New 
instrumentation developments will be displayed 
publicly for the first time, including a thermometer 
which, without contact, can measure temperatures 
of materials in a range of from 100 to 8,000 degrees 
F and at intervals as short as one hundred- 
thousandth of a second. U. §. Government agencies 
also are exhibiting, including the National Bureau 
of Standards, Medical Research Institute, and the 
Naval Research Laboratory. The exhibit will be in 
Chicago's International Amphitheatre. Conference 
sessions will be in the Palmer House and Hotel 
Morrison. The conference theme, “World Progress 
in Instrumentation,” will be underscored Tuesday in 
two sessions of presentations by authorities from 
Great Britain, Europe, and the Far East. For in- 
formation write the Instrument Society of America, 
313 Sixth Ave., Pittsburgh 22. 


Women and the Family.—The number of married 
women in the United States reached a total of about 
41,500,000 in March, 1958, a gain of more than 
3,750,000 since 1950 and of about 11,333,000 since 
1940, it is reported by statisticians of the Metro- 
politan Life Insurance Company. For women at 
ages 18-19, the proportion of those married has in- 
creased from about 20 to 33% since 1940, and in 
the 20-24 age group more than 67% are married as 
against only 50% 20 years ago. At the same time, 
the birth rate among American wives has risen— 
from a rate of 125.9 per 1,000 married women aged 
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15 to 44 to 158.8 in 1956. The rise in the birth rate 
among the various age groups was: 17% for those 
15-19; 36% for those 20-29; 24% at ages 30-34; and 
23% at ages 35-39. Only in the 40-44 age group was 
there a decline (3%). Larger families are becom- 
ing common. The birth rate for third and fourth 
children more than doubled between 1940 and 
1956, and that for fifth children almost do bled. 
Seven of every 10 babies are born to mothers 
under 30 years of age. Nearly 33% of the wives— 
about 13 million—were in the labor force in March, 
1958. Nearly 40% of married women in the 45-54 
age group have jobs outside the home. 


Psychiatric Meeting in New York City.—The fourth 

annual meeting of the Eastern Psychiatric Research 

Association, Inc., will be held Oct. 23-24, at the 

Waldorf-Astoria Hotel, New York City. A panel 

discussion, “Neuropsychiatric Aspects of Space and 

Depth Medicine,” will be held the afternoon of 

Oct. 23, moderated by Dr. Robert L. Williams, 

Washington, D. C. The morning of Oct. 24, the 

following papers will be presented under the gen- 

eral heading, “Chemical and Behavior Aspects of 

Psychoses”: 

A Clinical Evaluation of Current Thinking in the Biological 
ta of Schizophrenia, Dr. Seymour S. Kety, Bethesda, 
Md. 

Characteristics of the Behavior of Chronic Psychotics as 
Revealed by Free Operant Conditioning Methods, Ogden 
Lindsley, Ph.D., Boston. 

Adrenalin Metabolism in Schizophrenia, Dr. Abram Hoffer, 
Saskatoon, Saskatchewan. 

Psychopharmacology with Particular Relation to Serontonin 
and Anti-metabolitics, Dilworth W. Woolley, Ph.D., New 
York City. 


A symposium, “Genetics of Disordered Behavior,” 
is planned for the afternoon of Oct. 24. The pro- 
gram will conclude with a general discussion. For 
information, write Dr. David J. Impastato, 40 Fifth 
Ave., New York City. 


Postgraduate Cruise to Caribbean.—The University 
of Tennessee College of Medicine will sponsor an 
eight-day postgraduate cruise to the Caribbean in 
January. Mr. Wallace Mayton, director of the post- 
graduate department, said the eight-day cruise will 
leave from New Orleans Jan. 15 and visit Nassau 
in the Bahamas; Havana, Cuba; and Montego Bay, 
Jamaica, spending four days in these ports of call. 
The cruise is made possible through the coopera- 
tion of the Tennessee Academy of General Practice. 
Physicians will sail aboard the TS Ariadne, a vessel 
owned by the Hamburg American Line in Ham- 
burg, West Germany. They will spend about five 
days at sea and each morning from 8:30 until 12:30 
seminar sessions will be held. The sessions will in- 
clude lectures, lantern slide projections, and motion 
pictures on surgical procedures of interest to general 
practitioners. Physicians may be accompanied by 
their wives. Twenty hours of postgraduate credit is 
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offered by the American Academy of General Prac- 

tice to those who make the voyage. The cost of the 

trip will be about $350. The faculty will include: 

Dr. Maston K. Callison, dean of the College of Medicine; 
Dr. Harwell Wilson, chief of the division of surgery; Dr. 
R. H. Kampmeier, professor of medicine, Vanderbilt Uni- 
versity, Nashville; Dr. I. Frank Tullis, chief of the division 
of medicine; Dr. Lemuel W. Diggs, head of the depart- 
ment of medical laboratories; Dr. James G. Hughes, pro- 
fessor of pediatrics. 


Information may be obtained from the Postgraduate 
Department of the university at 62 S. Dunlap, 
Memphis 3, Tenn. 


Meeting on Trauma Surgery.—The 19th annual 
session of the American Association for the Surgery 
of Trauma will be held Sept. 24-26 at Mount Wash- 
ington Hotel, Bretton Woods, New Hampshire, 
under the presidency of Dr. Truman G. Blocker Jr., 
Galveston, Texas. Films on surgery of the injured 
patients will be shown the morning of Sept. 24. 
Papers for the scientific program are arranged under 
the following section titles: 

Injuries of the Upper Extremity 

Injuries of the Abdomen 

Burns 

Fluid and Electrolyte Problems 

Principles of Fracture Treatment 

Injuries of the Nervous System 

Chemical Osteosynthesis 

Injuries of the Lower Extremity 

Replacement of Bone Defects 

Studies of Heparin in Burns and Wound Healing 

Injuries of the Vascular System 

Some Special Problems of the Injured Patient 


Sir Reginald Watson-Jones, Extra-Orthopaedic Sur- 
geon to Her Majesty The Queen, will present “Eng- 
lish Surgeon Looks at America” at the annual 
dinner, Sept. 25, 8 p. m. Sir Reginald will also 
preside at a Forum for Unusual Fracture Problems, 
Sept. 24. A symposium, “Research in Trauma by the 
Army Medical Corps,” will be moderated by Major 
Gen. Leonard D. Heaton, Surgeon General, U. S. 
Army. 


CANADA 

Lord Cohen to Give Gross Lecture.—The 22nd 
annual Louis Gross Memorial Lecture, under the 
auspices of the Montreal Clinical Society, will be 
delivered at the Jewish General Hospital, Montreal, 
on Wednesday, Sept. 25, 8:30 p. m., by the Rt. 
Honorable the Lord Cohen of Birkenhead. The 
subject will be “Facial Pain.” 


FOREIGN 

Indian Institute Developing Health Science Pro- 
grams.—Established in 1956 by special act of Parlia- 
ment to set standards in medical education and to 
train teachers for other Indian medical colleges, 
the All-India Institute of Medical Sciences, New 
Delhi, has received a grant of $2,000,000 from the 
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Rockefeller Foundation. With the help of a grant 
of about one million pounds from New Zealand 
under the Colombo plan and substantial grants of 
both land and money from the Indian government, 
the institute is developing programs in the health 
sciences, and constructing the necessary facilities 
for undergraduate and graduate medical education 
and training in nursing and dentistry. When com- 
pleted, the institute will consist of a main building 
for medical instruction with an attached modern 
hospital of 650 beds, nursing and dental colleges, 
a nurses’ home, and _ residential quarters for 
students, teachers, and other staff. All the preclinical 
and paraclinical departments are already function- 
ing, and work is gradually getting under way in 
the clinical departments as well. The new founda- 
tion grant will be used for the purchase of teaching 
and research equipment. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates: Sta- 
tions around the world, March 16, 1960 and Sept. 21, 
1960. Exec, Director, Dr. Dean F, Smiley, 1710 Orrington 
Ave., Evanston, IIl. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 21-23, 1960. 
Sec., Dr. D. G. Gill, State Office Bldg., Montgomery. 
ALasKA:® On application in Anchorage or Fairbanks. Sec., 

Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Aniwzona:* Examination. Phoenix, Oct. 14-16, Reciprocity. 
Phoenix, Oct. 17. Ex. Sec., Mr. Robert Carpenter, 826 
Security Bldg., Phoenix. 

AnKANSAS:*® Examination and Reciprocity. Little Rock, Nov. 
5-6. Sec., Dr. Joe Verser, Harrisburg. 

Cauirornia: Written. Sacramento, October 19-22. Oral. San 
Francisco, November 14. Oral and Clinical. San Francisco, 
Nov. 15. Sec., Dr. Louis E. Jones, Room 536, 1020 N 
Street, Sacramento. 

Covoravo:* Examination. Denver, Dec. 8-9. Reciprocity. 
Denver, Oct. 14, Exec. Sec., Miss Mary M. McConnell, 
715 Republic Bldg., 1612 Tremont Place, Denver 2. 

Disrricr or Co_umsia:® Examination. Washington, Dec. 
14-15. Reciprocity. Washington, Sept. 14. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing- 
ton 6. 

FLorwa:* Examination. Miami Beach, Nov, 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 
Gerorcia: Examination and Reciprocity. Atlanta, Oct. 13. 

Sec., Mr. Cecil L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

INDIANA: Examination, Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, .538 K. of P. Bldg., Indianapolis. 

Kansas:* Examination and Reciprocity. Kansas City, Jan. 
15-16, 1960. Sec., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Kentucky: Examination. Frankfort, Dec. 14-15. Asst. Sec., 
Mrs. Ray Wunderlich, 620 South Third St., Louisville 2. 
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Loutsiana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

ManryLanp: Examination. Baltimore, Dec. 8-11, Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

Micuican:* Examination. Lansing, Oct. 26-28. Ex. Sec., Dr. 
E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing. 

Muynesora:* Examination. Jackson, June 1960. Reciprocity. 
Jackson, Dec. 7. Sec., Dr. A. L. Gray, Old Capitol, Jack- 
son. 

Minnesora:* Examination and Reciprocity. St. Paul, Oct. 
20-22. Sec., Dr. F. H. Magney, 230 Lowry Medical Arts 
Bldg., St. Paul 2. 

Montana: Examination and Reciprocity. Helena, Oct. 6. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nesraska:*® Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 

Bldg., Lincoln 9. 

New Jersey: Examination. Trenton, Oct. 20-23, Reciprocity. 
Monthly, Sec., Dr. Royal A. Schaaf, 28 West State St., 
Trenton. 

New Mexico:*® Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination, Albany, Buffalo, New York and 
Syracuse, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

Outo: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus. Oct. 5. Sec., Dr. H. M. Platter, 21 W. Broad 
St., Columbus 15. 

Onecon:*® Examination. Portland, Oct. 22-24. Ex. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bldg., Portland. 

Trexas:*® Examination. Fort Worth, Dec. 3-5. Sec., Dr. M. H. 
Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Vircinta: Examination and Reciprocity. Richmond, Dec. 
2-4, Address: Board of Medical Examiners, 631 First St. 
S. W., Roanoke. 

Vircin IsLtanps: Examination. Charlotte Amalie, Nov. 12-13. 
Sec., Dr. Benjamin Nath, Charlotte Amalie, St. Thomas. 

Wisconsin: *® Examination. Madison, Jan. 14-16. Reciprocity. 
Madison, Oct. 23. Sec., Dr. Thomas W. Tormey, Jr., 1140 
State Office Building, 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, Oct. 5. 
Sec., Dr. James W. Sampson, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Examination and Reciprocity. Juneau, November. 
Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau. 

Connecticut: Examination. New Haven, Oct. 10. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

District or Examination. Washington, Nov. 
23-24. Deputy Director, Mr. Paul Foley, 1740 Massachu- 
setts Ave., Washington 6. 

Kansas: Examination. Pittsburg, Nov. 6-7, Sec., Dr. Leon 
C. Heckert, Kansas State College, Pittsburg. 

Micuican: Examination, Ann Arbor and Detroit, Oct. 9-10. 
Sec., Mrs. Anne Baker, West Michigan Ave., 116 Stevens 
T. Mason Bldg., Lansing. 

Mixnesora: Examination. Minneapolis, Oct. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis. 

New Mexico: Examination. Santa Fe, Oct. 18, Reciprocity. 
Santa Fe, Oct. 7. Sec., Mrs. M. Cantrell, P. O. Box 1522, 
Santa Fe. 

Sourn Daxora: Examination. Vermillion, Dec. 4-5. Dr. 
Gregg M. Evans, 310 East 15th St., Yankton. 

Texas: Examination. Austin, Oct. 12-13. Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Milwaukee, Dec. 5. Sec., Mr. Wm. 
H. Barber, 621 Ranson St., Milwaukee. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


ARMED FORCES INSTITUTE 
OF PATHOLOGY 


New Director.—Col. Frank M. Townsend, U.S. A. F., 
M.C., was appointed director of the Armed Forces 
Institute of Pathology succeeding Capt. William M. 
Silliphant, M.C., U. S. N. Colonel Townsend is the 
first Air Force officer to assume the directorship of 
the Institute. He also serves as the consultant in 
pathology to the Air Force surgeon general. The 
Armed Forces Institute of Pathology is the central 
laboratory of pathology for the Department of 
Defense. In addition to serving the Armed Services, 
the institute meets the needs of the Public Health 
Service, Atomic Energy Commission, Veterans Ad- 
ministration, other federal agencies, and civilian 
pathologists in the form of consultative service. 


NAVY 


Armed Services Orthopedic Seminar.—The _ first 
Armed Services Orthopedic Seminar will be con- 
vened at the U. S. Naval Hospital, Oakland, Calif., 
Sept. 23 to 25, under the sponsorship of the com- 


mandant, Twelfth Naval District. Eligible Naval 
Reserve Medical Corps officers on inactive duty 
may be credited with one retirement point credit 
for each day’s attendance providing they register 
with the military representative present. 


Certificate Awarded for Film.—The Department of 
the Navy was awarded an exhibition certificate 
from officials of the International Film Festival in 
Venice, Italy, for the film, “Color Vision Deficien- 
cies.” It is a 20-minute, 16-mm. film with sound and 
color and is intended for medical department per- 
sonnel who are responsible for color vision tests. — 


PUBLIC HEALTH SERVICE 


Examination for Commission.—Competitive exami- 
nations for appointment of medical officers in the 
regular corps of the United States Public Health 
Service will be held throughout the United States 
on Nov. 17, 18, 19, and 20. Appointments provide 
opportunities for career service in clinical medi- 
cine, research, and public health. They will be made 
in the grades of assistant surgeon and senior as- 
sistant surgeon, equivalent to Navy ranks of lieu- 
tenant (j.g.) and lieutenant, respectively. Entrance 
pay for assistant and senior assistant surgeons with 
dependents is nearly $8,000 a year (assistant sur- 
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geon applicants are assigned the temporary grade 
of senior assistant). Provisions are made for rapid 
advancement. 

Benefits include periodic pay increases, 30 days 
annual leave with pay, sick leave, medical care, 
retirement for age or disability, retirement pay 
which is 75% of annual basic pay at time of re- 
tirement, and other privileges. Active duty as a 
Public Health Service officer fulfills the obliga- 
tion of Selective Service. Requirements are United 
States citizenship and graduation from a recognized 
school of medicine. For the rank of assistant sur- 
geon and for senior assistant surgeon, at least 7 
and 10 years, respectively, of collegiate and pro- 
fessional training and appropriate experience are 
needed. 

Entrance examinations will include an oral in- 
terview, physical examination, and comprehensive 
objective examinations in the appropriate profes- 
sional fields. Application forms may be obtained 
by writing to the Surgeon General, United States 
Public Health Service (P), Washington 25, D. C. 
Complete application forms must be received no 
later than Oct. 9, 1959. 


Extern Program.—Seventy-one medical students are 
now on temporary duty in Public Health Service 
hospitals, outpatient clinics, and other facilities as 
members of the commissioned reserve. They are 
receiving special training under the service’s Com- 
missioned Officer Student Training and Extern 
Program (COSTEP). Such assignments are open 
each year to students who complete either their 
second or third year of professional education on 
or before July 1 and who are interested in becom- 
ing reserve officers in the Public Health Service. 
Students selected for COSTEP are offered com- 
missions in grades equivalent to those held by 
officers in the armed forces. They are then placed 
on active duty for a period not to exceed 120 days. 
Opportunities for internships on graduation and 
active duty later are also available to qualified 
students. 

The largest number of students under COSTEP 
are employed during the summer months, but the 
program is open the year around, and students 
attending schools operating on the quarter system 
can apply throughout the year. The purpose of 
COSTEP is (1) to stimulate the interest of prom- 
ising students in careers in the Public Health Serv- 
ice, (2) to enable students to further their pro- 
fessional knowledge while gainfully employed, (3) 
to give students an opportunity to increase their 
understanding of and interest in the functions of 
government and independent public health agen- 
cies, and (4) to provide the service with compe- 
tent help during the vacation months. 
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DEATHS 


Colcher, Abraham Edward ® Philadelphia; Medico- 
Chirurgical College of Philadelphia, 1916; specialist 
certified by the American Board of Radiology; mem- 
ber of the Radiological Society of North America, 
American College of Radiology, and the Industrial 
Medical Association; served in France during World 
War I; assistant in surgery at the Jefferson Medical 
College; on the staffs of the Jefferson Hospital and 
Doctors Hospital; for many years a medical con- 
sultant for the Pennsylvania Railroad; died in At- 
lantic City, N. J., June 28, aged 65. 


Dovre, Conrad Magnus, St. Paul; Marquette Uni- 
versity School of Medicine, Milwaukee, 1914; died 
June 22, aged 74. 


Horton, William Steurer-Stumpf, Lynbrook, N. Y.; 
Columbia University College of Physicians and Sur- 
geons, New York City, 1917; fellow of the Interna- 
tional College of Surgeons; on the staff of the Long 
Beach Memorial Hospital; died June 22, aged 77. 


Johnston, Herbert Allan ® Anaheim, Calif.; born 
Oct. 8, 1873; University of Southern California 
School of Medicine, Los Angeles, 1898; fellow of the 
American College of Surgeons; past-president of the 
Orange County Medical Society; in 1919 vice- 
president of the Southern California Medical Asso- 
ciation; member of the board of the Anaheim 
Public Library; president of the Chamber of Com- 
merce and one of the organizers; one of the original 
members of the Anaheim Rotary Club, of which he 
was president in 1923; a director of the Bank of 
America; served on the staffs of the Fullerton 
(Calif.) Hospital, Anaheim Hospital, and St. Joseph 
Hospital in Orange, where he was at one time chief 
of staff and where he died June 10, aged 85. 


Katz, Joseph ® Clinton, N. Y.; University of Mary- 
land School of Medicine and College of Physicians 
and Surgeons, Baltimore, 1936; veteran of World 
War II; health officer and school physician in Clin- 
ton and Westmoreland; died in St. Luke’s Memorial 
Hospital Center in Utica June 28, aged 50. 


Keen, Edward J., Bowling Green, Ky.; University 
of Tennessee College of Medicine, Memphis, 1900; 
died in the Bowling Green—Warren County Hos- 
pital June 25, aged 87. 


Kinser, Prentice Jr. ® Danville, Va.; born in Shelby- 
ville, Ky., Feb. 13, 1906; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1932; 


@ Indicates Member of the American Medical Association. 


specialist certified by the American Board of 
Orthopaedic Surgery; member of the American 
Academy of Orthopaedic Surgeons and the Ameri- 
can Rheumatism Association; fellow of the Interna- 
tional College of Surgeons; at onetime on the fac- 
ulty of the University of Virginia Department of 
Medicine in Charlottesville; veteran of World War 
II; associated with the Memorial Hospital; director 
of the Danville Chamber of Commerce; died in the 
University of Virginia Hospital, Charlottesville, 
June 23, aged 53. 


Kremers, Edward Dunster ® Lieut. Col. U. S. 
Army, retired, Altadena, Calif.; University of Mich- 
igan Department of Medicine and Surgery, Ann 
Arbor, 1903; commissioned a first lieutenant in the 
medical corps of the U. S. Army in June, 1910; 
retired July 22, 1922; veteran of World War I; 
associated with Huntington Memorial Hospital in 
Pasadena; died in Pasadena June 23, aged 77. 


Leete, Caroline McQuiston @ Pasadena, Calif.; 
University of Southern California College of Medi- 
cine, Los Angeles, 1903; died June 2, aged 81. 


Lindsay, Vernerd Thorne, Glidden, Iowa; Keokuk 
(Iowa) Medical College, College of Physicians and 
Surgeons, 1905; past-president of the Carroll County 
Medical Society; served as president of the school 
boards of Menlo and Glidden; associated with 
St. Anthony Hospital in Carroll; died June 19, aged 
78. 


Lott, William Clifton @ Asheville, N. C.; Univer- 
sity of Colorado School of Medicine, Denver, 1929; 
member of the American Urological Association; 
past-president of the North Carolina Urological 
Society and the Buncombe County Medical Society; 
veteran of World War II; associated with the St. 
Joseph Hospital and the Memorial Mission Hos- 
pital of Western North Carolina; died in Bat Cave 
June 22, aged 58. 


Luckner, Wendelin George ® Stafford Springs, 
Conn.; Jefferson Medical College of Philadelphia, 
1938; interned at the United Hospital in Port Ches- 
ter, N. Y., where he served a residency; past-presi- 
dent of the Toland County Medical Society; asso- 
ciated with the Johnson Memorial Hospital; died 
in Greenville, Maine, June 23, aged 49. 


McBrayer, William H. @ Idabel, Okla.; Medical 
Department of Grant University, Chattanooga, 
Tenn., 1902; died in the Sanitarium of Paris, Texas, 
June 25, aged 87. 
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McKean, Jesse Cortena ® Gladewater, Texas; born 
in Loneta, Texas, Oct. 21, 1891; Fort Worth School 
of Medicine, Medical Department of Texas Chris- 
tian University, Fort Worth, 1917; veteran of World 
War I; served for five years in the medical corps 
of the U. S. Army and after his discharge served 
with the American Red Cross and the Rockefeller 
Foundation in Greece, Turkey, and Russia; on a 
typhus fever commission for the American Red 
Cross sponsored by the Rockefeller Foundation 
and for his work there was made a Knight of the 
Order of St. George by King George V of Greece; 
after completing his Red Cross work, was appointed 
chief surgeon for the Sinclair Exploration to Portu- 
guese West Africa, later going to Liberia, West 
Africa, as medical director for the Firestone Planta- 
tion Company; associated with Gladewater Mu- 
nicipal Hospital and superintendent of the McKean 
Clinic and Emergency Hospital; died June 24, 
aged 67. 


Meadows, Joseph Judson, Tulia, Texas; Baylor 
University College of Medicine, Dallas, 1929; on 
the staff of the Swisher County Hospital; died in 
the Austin State Hospital in Austin, June 24, 
aged 55. 


Meddaugh, John Leonard ® Major, U. S. Army, 
retired, Millbrae, Calif.; Detroit College of Medi- 
cine, 1907; veteran of World War I; commissioned 
in the regular Army in 1920 and retired March 31, 
1934; died in the Letterman Army Hospital, San 
Francisco, June 24, aged 82. 


Meriwether, Ben Morsell, Asheville, N. C.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1915; 
veteran of World Wars I and II; took the first sur- 
gical portable hospital to the South Pacific and was 
in command of this field hospital unit throughout 
the campaign in New Guinea; in 1944 was awarded 
the Legion of Merit decoration for his work there; 
associated with the Mission, St. Joseph's, and Aston 
Park hospitals; died in the Veterans Administration 
Hospital, Oteen, June 28, aged 66. 


Meyer, Milo George ® Michigan City, Ind.; State 
University of Iowa College of Medicine, Iowa City, 
1929; member of the American College of Allergists; 
past-president of the La Porte County Medical 
Society and the 13th District Medical Society; 
veteran of World War II; associated with St. An- 
thony’s Hospital, where he was past-president of 
the staff; died June 23, aged 54. 


Mock, Harry Edgar ® Ormond Beach, Fla.; born 
in Muncie, Ind., Oct. 27, 1880; Rush Medical Col- 
lege, Chicago, 1906; served as associate professor 
of surgery at Northwestern Medical School in Chi- 
cago; formerly on the faculty of his alma mater; 
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member of the founders group, American Board of 
Surgery; member of the Clinical Orthopaedic So- 
ciety, Institute of Medicine of Chicago, American 
Fracture Association, and the American Association 
for Surgery of Trauma; chairman of the Section on 
Miscellaneous topics, 1918-1919, American Medical 
Association, and chairman of its Council on Physical 
Therapy when it was organized in 1925 until 1942; 
in 1916 secretary of the American Association of 
Industrial Physicians and Surgeons; past-president 
of the American Medical Golfing Association and 
the Industrial Medical Association; fellow of the 
American College of Surgeons; veteran of World 
War I; in 1919 appointed U. S. Army delegate to 
the Inter-allied Conference for Disabled Soldiers 
in Rome; emeritus attending surgeon at St. Luke's 
Hospital in Chicago, where he practiced since 1906; 
in 1945 the Harry Mock School for Crippled Chil- 
dren named for him opened in Muncie, Ind., under 
the sponsorship of the Delaware County Crippled 
Children’s Association in cooperation with the city; 
at one time chief surgeon for Sears, Roebuck & 
Company in Chicago; consultant surgeon for the 
Baltimore and Ohio, Rock Island, and Illinois Cen- 
tral railroads; from 1931 to 1952 member of the 
board of directors of the Franklin (Ind.) College, 
where in 1927 he was awarded the honorary degree 
of doctor of science; author of “Industrial Medicine 
and Surgery” and “Skull Fractures and Brain In- 
juries”; in 1932 editor of “Principles and Practices 
of Physical Therapy”; died June 30, aged 78. 


Odell, Richard Thomas ® St. Louis; born in Fulton, 
Ark., Feb. 15, 1913; Washington University School 
of Medicine, St. Louis, 1943; specialist certified by 
the American Board of Orthopaedic Surgery, Inc.; 
member of the American Orthopaedic Association, 
Clinical Orthopaedic Society, and the American 
Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; president of St. 
Louis Orthopedics; associate professor of clinical 
orthopedic surgery at his alma mater; on the staffs 
of the Homer G. Phillips Hospital, St. Luke’s Hos- 
pital, Barnes Hospital, and St. Louis Children’s 
Hospital; a trustee on the board of directors of the 
Presbyterian Children’s Home at Farmington, Mo.,; 
died June 21, aged 46. 


Ohl, Charles Wallis @ Chickasha, Okla.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1937; veteran of World War II; owner of the 
Women’s and Children’s Hospital, where he died 
June 26, aged 49. 


Otis, Walter Joseph ® New Orleans; Medical Col- 
lege of Virginia, Richmond, 1915; specialist certi- 
fied by the American Board of Psychiatry and 
Neurology, Inc.; veteran of the Spanish-American 
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War and World War I; member of the American 
Psychiatric Association; consultant in the division 
of neurology and psychiatry, Charity and Sara 
Mayo hospitals; neuropsychiatrist in chief, De Paul 
Hospital; on the staffs of the Mercy Hospital and 
the Hotel Dieu, Sisters’ Hospital, where he died 
June 14, aged 81. 


Pate, James Frank ® Canton, N. C.; Medical Col- 
lege of South Carolina, Charleston, 1927; member 
of the American Academy of General Practice; 
past-president of the Haywood County Medical 
Society; died May 16, aged 57. 


Peck, Louis Keeler ® Barryton, Mich.; Syracuse 
University College of Medicine, 1892; died in the 
Community Hospital, Big Rapids, June 19, aged 89. 


Plocki, Erich Brilli ® New York City; Julius—-Maxi- 
milians—Universitat Medizinische Fakultat, Wiirz- 
burg, Bavaria, Germany, 1925; on the staff of the 
Mount Sinai Hospital; died June 30, aged 57. 


Poland, Maynard Franklin ® Indianapolis; Indiana 
University School of Medicine, Indianapolis, 1931; 
veteran of World Wars I and II; surgical consultant 
for the regional office of the Veterans Administra- 
tion; associated with St. Vincent's and Methodist 
hospitals; died in the Veterans Administration Hos- 
pital June 12, aged 61. 


Reid, Eugene Hamer, Sonora, Calif.; Kentucky 
School of Medicine, Louisville, 1897; died June 25, 
aged 88. 


Riely, Leander Armestead ® New Canaan, Conn.; 
University of Louisville (Ky.) Medical Department, 
1898; specialist certified by the American Board of 
Internal Medicine; fellow of the American College 
of Physicians, of which he was an ex-governor; 
emeritus professor of clinical medicine at the Uni- 
versity of Oklahoma School of Medicine; died 
June 14, aged 84. 


Rinehart, Bert Millard ® Ogema, Wis.; the Hahne- 
mann Medical College and Hospital, Chicago, 
1901; died June 17, aged 85. 


Robison, Norval William ® Bison, Kan.; University 
Medical College of Kansas City, 1910; veteran of 
World War I; served as mayor of Bison, on the city 
council and school board, and as coroner; formerly 
health officer of Rush County; member of the staff 
of the Rush County Memorial Hospital in La Crosse, 
where he died June 10, aged 75. 


Rogers, Floyd Sterling ® Coleman, Ga.; Atlanta 
Medical College, 1897; for many years a member 
of the board of education of Randolph County; at 
one time mayor; served on the board of county com- 
missioners and the Welfare Board; on the staff of 
the Patterson Hospital in Cuthbert; died June 17, 


aged 83. 
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Rothenberg, Samuel ® Cincinnati; Medical College 
of Ohio, Cincinnati, 1893; on the consultant staff, 
Jewish Hospital; died June 25, aged 87. 


Sampson, Arthur Haskell, Damariscotta, Maine; 
Yale University School of Medicine, New Haven, 
Conn., 1949; interned at the Central Maine General 
Hospital in Lewiston, where he served a residency; 
certified by the National Board of Medical Ex- 
aminers; relieved from active duty as a captain in 
the medical corps of the U. S. Air Force Reserve 
in 1952; awarded the Bronze Star; on the staff of 
the Miles Memorial Hospital; died June 25, aged 34. 


Sandels, Christopher Clinton ® Pittsburgh; Western 
Pennsylvania Medical College, Pittsburgh, 1896; 
member of the American Laryngological, Rhinologi- 
cal and Otological Society; fellow of the American 
College of Surgeons; for many years associated with 
the Western Pennsylvania Hospital, where he died 
June 15, aged 85. 


Sargent, George Franklin ® Towson, Md.; College 
of Physicians and Surgeons, Baltimore, 1903; mem- 
ber of the American Psychiatric Association; vet- 
eran of World War I; served on the staff of the 
Sheppard and Enoch Pratt Hospital; formerly med- 
ical superintendent and owner of the Aigburth 
Manor; psychiatrist for the Baltimore County 
Court; died June 7, aged 80. 


Saunders, Otis Warren ® Green Bay, Wis.; Rush 
Medical College, Chicago, 1921; past-president of 
the Brown—Door—Kewaunee Counties Medical So- 
ciety; member of the American Academy of Gen- 
eral Practice; veteran of World Wars I and II; 
served as city health officer and for a time physician 
for the Green Bay Packers; associated with Bellin 
Memorial and St. Mary’s hospitals; died June 12, 
aged 63. 


Scott, Chandler Maurice ® Hartsville, $. C.; Med- 
ical College of South Carolina, Charleston, 1913; 
veteran of World War I; died in Byerly Hospital 
June 14, aged 68. 


Scott, James Edward Van Tyne ® Charleston, S. C.; 
Medical College of South Carolina, Charleston, 
1907; physician for the city’s public schools for 
many years; died June 29, aged 78. 


Slocum, Millard Moon ® Utica, N. Y.; Long Island 
College Hospital, Brooklyn, 1895; member of the 
medical staffs of Utica General and St. Elizabeth 
Hospital; formerly on the staff of St. Joseph’s Hos- 
pital in Far Rockaway; died June 21, aged 87. 


Slutskin, Maurice Louis ® Springfield, Mass.; Balti- 
more University School of Medicine, 1902; died in 
the New England Deaconess Hospital in Boston 
June 18, aged 80. 
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Stanley, William Alfred, Enterprise, Ala., Medical 
College of Alabama, Mobile, 1912; served as health 
officer of Coffee County Health Unit and Bullock 
County Health Unit; died in Montgomery June 
14, aged 69. 


Stec, Michael John @ Scranton, Pa.; Jefferson Med- 
ical College of Philadelphia, 1925; chief of ortho- 
pedic service, Scranton State Hospital; staff member 
at St. Mary’s Hospital and Mercy Hospital, where 
he died June 26, aged 59. 


Steiner, Isaac Franklin, Sarasota, Fla.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1897; for many years practiced in Lima, 
Ohio; died June 19, aged 91. 


Sternes, Frank Charles ® Cicero, Ill.; Loyola Uni- 
versity School of Medicine, Chicago, 1933; interned 
at the Cook County Hospital in Chicago, where he 
served a residency; on the staffs of the St. Anthony 
de Padua Hospital in Chicago and MacNeal Me- 
morial Hospital in Berwyn; died in Varese, Italy, 
June 26, aged 51. 


Stouter, Francis Lincoln ® Paterson, N. J.; George- 
town University School of Medicine, Washington, 
D. C., 1931; veteran of World War II; died June 13, 
aged 55. 


Stuart, Alexander Montgomery, Jonesboro, Tenn.; 
Maryland Medical College, Baltimore, 1903; died 
in Takoma Hospital and Sanitarium in Greenville 
June 15, aged 81. 


Thomas, Henry Alfred, Memphis, Tenn.; Univer- 
sity of West Tennessee College of Medicine and 
Surgery, Memphis, 1911; associated with the Col- 
lins Chapel Hospital, where he died June 16, 
aged 80. 


Thompson, Oliver Andrew, Millvale, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1934; vet- 
eran of World War II; died in St. Francis Hospital 
in Pittsburgh June 19, aged 49. 


Tolver, Ralph Rudolph, Camden, N. J.; Meharry 
Medical College, Nashville, Tenn., 1941; veteran 
of World War II; served on the staff of the 
Frankford Hospital in Philadelphia; died June 29, 
aged 51. 


Truax, Florence Tippett, Miami, Fla.; Georgia Col- 
lege of Eclectic Medicine and Surgery, Atlanta, 
1900; Eclectic Medical Institute, Cincinnati, 1901; 
died June 18, aged 87. 


Unkefer, LeMoyne Ione ® Grand Rapids, Mich.; 
Ohio State University College of Medicine, Co- 
lumbus, 1954; interned at Aultman Hospital in 
Canton, Ohio; served a residency at the Blodgett 
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Memorial Hospital, where she was a member of the 
staff; member of the staffs of Butterworth and St. 
Mary’s Hospital; died June 19, aged 36. 


Utz, W. R., Miami, Mo.; College of Physicians and 
Surgeons, Medical Department of the Kansas City 
University, Kansas City, 1900; died in the Fitzgib- 
bon Memorial Hospital, Marshall, June 22, aged 82. 


Waters, Gregory Roy ® Chicago; Loyola Univer- 
sity School of Medicine, Chicago, 1932; member of 
the Industrial Medical Association; served as med- 
ical director for Swift & Company; formerly asso- 
ciated with the Indian Service; died June 25, 
aged 58. 


Westervelt, Harry Clarkson @ Pittsburgh; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1898; veteran of World War I; associated with 
the Passavant Hospital; died in the Veterans Ad- 
ministration Hospital, Oakland, June 13, aged 92. 


Wiger, Henry Cleophas, Rice Lake, Wis.; Mar- 
quette University School of Medicine, Milwaukee, 
1915; associated with the Lakeside Methodist Hos- 
pital, where he died June 17, aged 78. 


Wilkinson, Samuel Allen Jr. ® Boston; University 
of Pennsylvania School of Medicine, Philadelphia, 
1925; specialist certified by the American Board of 
Internal Medicine; member of the American Gastro- 
enterological Association, of which he was past- 
president; associated with New England Deaconess 
Hospital and the New England Baptist Hospital, 
where he died June 23, aged 61. 


Wood, George Carlyle ® Effingham, IIl.; Loyola 
University School of Medicine, Chicago, 1928; 
member of the American Academy of General 
Practice; veteran of World Wars I and II; county 
coroner; associated with St. Anthony Memorial 
Hospital; at one time associated with Indian Serv- 
ice; died June 25, aged 60. 


Wooldridge, Walter B., Camden, Ark. (licensed in 
Arkansas in 1903); died June 21, aged 86. 


Young, Raymond A., Tucson, Ariz.; John A. Creigh- 
ton Medical College, Omaha, 1917; died May 15, 
aged 62. 


Ziccardi, Anthony Vincent ® Camden, N. J.; Jeffer- 
son Medical College of Philadelphia, 1937; served 
a residency at the Burlington County Hospital in 
Mt. Holly, Margaret Hague Maternity Hospita! in 
Jersey City, and St. Clare’s Hospital in New York 
City; veteran of World War II; specialist certified 
by the American Board of Obstetrics and Gyne- 
cology; assistant professor of clinical obstetrics and 
gynecology at his alma mater; associated with the 
Burlington County Hospital in Mount Holly and 
the Our Lady of Lourdes Hospital, where he died 
June 26, aged 47. 
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FOREIGN LETTERS 


BRAZIL 


Automatic Respirator.—An automatic respirator for 
use in anesthesia was constructed some years ago 
by Dr. Takaoka, of Sao Paulo. This apparatus is 
widely used in Brazilian hospitals with good re- 
sults. Dr, J. B. Fonseca, of the University of Curi- 
tiba, Paranda, found that it provides adequate 
oxygenation. Ventilation within the physiological 
limits prevents alkalosis and acidosis. The appa- 
ratus provides adequate surgical anesthesia. Ob- 
struction in the airway is recognized immediately 
by characteristic sounds. The amount of anesthetic 
(thiobarbiturate) required is less than without 
Takaoka’s apparatus but more oxygen is used. The 
anesthetics are used in combination. The induction 
of anesthesia is simplified. The postanesthesia 
recovery of consciousness and reflex actions is 
prompt and may even occur in the operating room. 
The anesthesiologist’s attention may be directed 
to the patient’s blood pressure, pulse, and elec- 
trolyte balance, as the respirator is automatic. 


Labial Tumors.—Drs. J. A. Sobrinho and C. A. 
Saccio of Sao Paulo studied a series of 350 patients 
with tumors of the lips. Of these 273 were spindle 
cell carcinomas, 29 were basal cell carcinomas, and 
the rest were papillomas, angiosarcomas, and mixed 
types. The treatment of metastasis is preferably 
surgical, The extent of the resection must be pro- 
portional to the diameter of the tumor and not 
measured in centimeters. Cheiloplasty should be 
done simultaneously with the resection of the tumor 
whenever possible. For the reconstruction of the 
lip it is not advisable to use skin from the cervical 
region. The pediculate grafts must be epithelized 
in both surfaces and contain muscle. Dieffenbach’s 
operation or a modification of it results in unes- 
thetic scars because of the perpendicular crossing 
of the natural folds. Patients who have previously 
been operated on have a worse prognosis than 
those who have not. The results obtained in pa- 
tients with no evident metastases are good. 


Sterility.—Dr. Afranio de Alencar Matos (Boletim 
do Centro de Estudos do Hospital dos Servidores do 
Estado, May, 1959) stated that sterility may cause 
depression in a woman because of the repeated 
emotional trauma and marital discord. The com- 
plexity of causal factors makes diagnostic investi- 
gations difficult and expensive. Nevertheless much 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


can be done to help some women who fail to 
conceive or have repeated abortions. This fact 
needs to be better understood by patients and 
facilities for their care should be made more 
readily available. 


CANADA 


Myocardial Nutrition and the Ivalon Sponge Oper- 
ation.—Vineberg of Montreal (Canad. M. A. J. 
80:948, 1959) described the outcome of experi- 
mental revascularization of the myocardium. In 
54 dogs (29 treated and 25 controls) myocardial 
ischemia was produced by placing constrictors 
around the origin of branches of the left coronary 
artery. The epicardium and serous pericardium 
were then removed and 1.6-mm. sheets of Ivalon 
sponge were stitched in place on the front and 
back of the heart. It was hoped that the Ivalon 
sponge sheet would be sufficiently thin to permit 
blood vessels to bridge the gap between the de- 
nuded pericardium and the heart muscle, and this 
was shown to take place. All but 2 of the control 
animals not treated by Ivalon sponge died within 
19 days, apparently from myocardial ischemia, 
while 19 of 22 animals treated with Ivalon sponge 
survived for three months or longer. In some of 
these surviving dogs histological examination of 
the heart showed development of a rich extracoro- 
nary circulation and growth of new blood vessels 
within the interstices of the sponge network. Stud- 
ies with radiopaque contrast medium and India ink 
showed penetration of these substances into the 
myocardium from the coronary arteries to numer- 
ous new vessels in the sponge. 

In 14 patients with coronary artery insufficiency, 
an Ivalon sponge operation was performed (in six 
in combination with implantation of the internal 
mammary artery into the myocardium) and the 
results were encouraging. Four patients with severe 
left ventricular failure fared well with the sponge 
operation alone. These patients were out of bed 
on the fifth postoperative day and in most cases 
were free from pain and improving steadily when 
last seen. 


Prevention of Scurvy.—Last year, reports from 
Winnipeg and Toronto revealed small epidemics 
of infantile scurvy. Grewar of Winnipeg (Canad. 
M. A. J. 80:977, 1959) reported the use of an evap- 
orated milk fortified with 5 mg. of ascorbic acid 
per fluid ounce in the prevention and cure of this 
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disease. Three consecutive patients who had infan- 
tile scurvy at the Children’s Hospital, Winnipeg, 
were treated with this formula as their only source 
of diet for three weeks. All three responded prompt- 
ly and clinical signs of recovery were supported 
by serial radiologic changes demonstrating healing 
and by a rise in ascorbic acid levels in serum from 
scorbutic levels to the normal range. Improvement 
began, on an average, after five days of this diet. 
The milk had previously been subjected to the 
adverse effects of long storage in cans at warm 
temperatures and sterilization by heat after open- 
ing the cans and mixing with water. This had not 
significantly changed the vitamin C content. Since 
this preparation will cure scurvy, Grewar suggests 
that fortification of evaporated milk with vitamin C, 
at negligible additional cost, would be a useful 
general preventive measure. 


Rupture of the Tracheobronchial Tree.—Rupture of 
the trachea and bronchi is more common than is 
generally suspected, and its cure depends on early 
diagnosis. Gagnon of Montreal (Canad. J. Surg. 
2:331, 1959) reported a series of patients with this 
accident without open injury of the skin. Com- 
plete rupture of a bronchus produces atelectasis, 
which may be preceded by pneumothorax. The 
weakest point in the tracheobronchia: tree is the 
thoracic part of the trachea and the bronchi near 
the bifurcation, the extent of rupture being related 
to the pressure exerted on the respiratory tract. 
Animal experiments with increase of intrabronchial 
pressure showed that subcutaneous emphysema 
appeared with a pressure of 3 cm. Hg while a 
pressure of 12 cm. was necessary to introduce air 
into the mediastinum. 

Accidents causing a sudden rise in intrathoracic 
pressure include automobile collisions, falls from a 
great height, or glancing blows to the chest. If 
the blow exceeds a certain violence, the large 
vessels are ruptured and death is instantaneous. 
If the pulmonary parenchyma is ruptured there is 
less rapid hemorrhage. In massive subcutaneous 
emphysema, such as occurs with ruptures above 
the pleural reflection, emergency treatment is by 
decompression. When the lesion has been localized 
by endoscopy, immediate thoracotomy and suture 
are indicated. Below the point of pleural reflection, 
four types of tear are distinguished involving main, 
lobar, or segmental branches of a bronchus. When 
a main branch is ruptured, pneumothorax develops 
early and water-seal drainage is needed, with thora- 
cotomy later if the lung does not re-expand. With 
rupture of a smaller branch, pneumothorax is late 
and repair is usually spontaneous. When a self- 
limiting interlobar emphysema appears, treatment 
consists of keeping a dry airway by aspiration, 
bronchoscopy, or tracheotomy, while a tear with 
dissection into the mediastinum and late emphy- 
sema is dealt with by tracheotomy. 
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Cerebral Tumor Cells in the Blood.—Blood samples 
from the superior sagittal sinus of three patients 
with cerebral tumor were found to contain tumor 
cells (Canad. J. Surg. 2:363, 1959). In two patients, 
at operation on a glioma blood samples were taken 
after the bone flap had been turned and later in 
the operation. In both patients the second sample 
was positive for tumor cells. Tumor cells were 
also found in blood sampled at operation on a 
cerebral tumor which proved to be a bronchogenic 
carcinoma. In the two patients from whom blood 
was withdrawn from the antecubital vein, it was 
negative. 


Gradual Occlusion of Hepatic Veins.—Allen and 
King (Canad. J. Surg. 2:365, 1959) described a 
reliable and simple technique for gradual complete 
occlusion of hepatic veins in experimental animals. 
A plastic cannula of about the same bore as the 
inferior vena cava was inserted into the latter in 
dogs and pushed until its upper end was at the 
level of the diaphragm and its lower end was just 
above the renal veins. The cannula was anchored 
and left in place in order to block the hepatic 
veins. Of 20 dogs so treated 10 developed ascites 
with gross distention of the abdomen and the for- 
mation of collateral circulation in eight weeks. At 
this point the inferior vena caval pressure had 
risen from 75 mm. H.O before the operation to 
90 mm. and the portal venous pressure had risen 
from 130 to 260 mm. At autopsy, the ostia of the 
hepatic veins were found to be blocked by throm- 
bus and liver sections showed marked congestion 
in the central region of the lobule but not much 
fibrosis. Serum protein diminished with reversal of 
the albumin-globulin ratio. Sulfobromophthalein 
dye retention increased as ascites progressed. 


Coxsackie Viruses.—Coxsackie viruses have been 
active in Toronto as demonstrated by two recent 
reports. Clarke and co-workers (Canad. M. A. J. 
81:5, 1959), after mentioning that 25% of patients 
with aseptic meningitis seen of late years in To- 
ronto were due to these viruses, presented evidence 
that a 1957 outbreak was caused by a heterogenous 
group of Coxsackie and ECHO viruses. This find- 
ing was unusual for in previous experience a single 
virus strain had predominated. Some of the 51 
patients with aseptic meningitis admitted to the 
Hospital for Sick Children in 1957 had a rubelli- 
form rash, usually associated with isolation of 
ECHO virus type 9, but in addition Coxsackie 
viruses A9, B3, B5, and various unidentified strains 
were found. Serologic evidence suggested that stool 
isolates were active agents in the meningitis syn- 
drome and that the proportion of infections due to 
Coxsackie virus had fallen to 18%. 

In a report of an outbreak of epidemic myalgia 
in Toronto in July and August, 1958, Ryder and 
co-workers (Canad. J. Pub. Health 50:265, 1959) 
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reported the isolation of Coxsackie virus B5 from 
the stools of 20 of 27 patients and Coxsackie virus 
B4 from the stools of one. Antibody studies gave 
evidence of a recent infection with the homologous 
virus in 8 of 10 patients. 


Poliomyelitis.—Yet another report on the efficacy 
of the Salk poliomyelitis vaccine comes from Mani- 
toba where the only serious 1958 poliomyelitis 
epidemic in Canada took place, affecting 152 per- 
sons. In all age groups, more males were affected 
than females, and the peak incidences of the dis- 
ease were in the 0 to 4 and 20 to 39 year age 
groups. Only nine persons who had been given 
three doses of vaccine developed paralytic polio- 
myelitis whereas 77 unvaccinated persons did. 
Analysis of the proportions of vaccinated persons 
in the different age groups showed clearly a trend 
toward protection by the vaccine in all groups. It 
is noted that two patients who developed severe 
poliomyelitis after three doses of vaccine had not 
developed circulating antibodies at the time of 
onset of the disease. In the laboratory, only type 1 
poliovirus was isolated, though three patients 
showed an increase in antibodies to type 3 and 
one patient to type 2 virus. 


Surgery on Television.—At the meeting of the Gen- 
eral Council of the CMA, the most warmly de- 
bated section of the report on public relations 
concerned the showing of medical television pro- 
grams on open circuits. It was agreed that programs 
depicting operating room scenes should be con- 
trolled and that the operative technique should 
not be made the main feature of the presentation. 
Such views of the operative field as were necessary 
should be incidental to the main theme, and the 
balance of the program should feature other phases 
of medical technique in keeping with the history 
of the case concerned. The debate on this subject 
revealed a divergence of views among members of 
the council. Some members thought that many 
surgical programs now being shown on television 
were undesirable and cited incidences of neurosis 
created by watching sensational programs, while 
others believed that the problem could not be 
dealt with simply by ignoring it and that organized 
medicine had a duty to steer medical programs 
into the right channels. 


Medical Care Plans.—At this year’s meeting of the 
General Council of the Canadian Medical Asso- 
ciation (CMA), a report was discussed on the 
scope and function of Trans-Canada Medical Plans 
(TCMP), a national federation of the provincial 
physician-sponsored medical care plans. It was 
created originally by the CMA, and the relation- 
ships between organized medicine and the TCMP 
have come under close scrutiny in recent years. A 
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subcommittee of the Executive Committee of CMA 
has found a great lack of interest in prepaid medi- 
cal care throughout Canada and believes that 
physicians in general should be better informed 
on changes in the economic situation. They recom- 
mended that the CMA should provide leadership 
in interpreting the philosophy of organized medi- 
cine on medical care and should create a special 
committee on prepaid medical care to work in 
conjunction with the CMA Committee on Medical 
Economics, as well as undertaking an educational 
campaign for the membership of the association. 
For its part, the TCMP should function simply as 
a trade association for the member plans. In other 
words it should concentrate on the mechanics of 
providing prepaid medical care without developing 
philosophies. 

In the debate at which CMA Council agreed to 
these recommendations, the chairman of the com- 
mittee on medical economics warned that organ- 
ized medicine had to show that private enterprise 
could provide prepaid medical care, in view of 
the increasing acceptance of the philosophy that 
it was proper for government to provide this. One 
important problem was that section of the com- 
munity which had difficulty in obtaining prepaid 
medical care. Steps must be taken to study means 
of including them in any physician-sponsored plan. 
A few days before this debate, the Ontario Medi- 
cal Association, the most powerful division of the 
CMA, had stated emphatically that before any 
plan for providing medical care was formulated by 
the government, the medical profession should be 
consulted to make sure that the plan was realistic. 
Acceptability of the plan by the profession would 
depend on its being in the best interests of the 
patient. The medical association firmly believed 
that, although the people in general had a right to 
say whether they wanted government to enter the 
field of prepaid medical care, the profession had 
the right to determine such matters as the stand- 
ards of care and the mode of remuneration. 


Illness as Seen by Patient and Physician.—In a med- 
ical care plan based on fee for service, the ques- 
tion of utilization is important. Even if fees for 
particular services remain constant, medical care 
plans expend increasingly larger sums nowadays 
because patients tend to use medical services more 
often than in previous years. LeRiche and Stiver 
(Canad. J. Pub. Health 50:284, 1959) attempted 
to discover roughly what proportion of all illnesses 
in various groups were seen by a physician when 
the patient was insured under a fee-for-service 
plan. They made a comparison between reported 
illness as seen by the patient and recorded in the 
Canadian Sickness Survey of 1950 and illness as 
seen by all physicians in a sample of a prepaid 
medical care plan in Ontario. 
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In the Canadian Sickness Survey, persons in 
selected households recorded over a given period 
all episodes of illness in the household, and a com- 
parison of their figures with the figures given by 
physicians in the plan showed that the disease 
categories fell roughly into three groups. There 
were conditions in which many more episodes of 
illness were reported by the patients than were 
seen by the physician. This group included infec- 
tive and parasitic diseases, diseases of the respira- 
tory system, diseases of the digestive system, iso- 
lated symptoms, senility, and ill-defined conditions. 
For example, the measles rate disclosed by the 
Sickness Survey was 39.9 per 1,000 persons, whereas 
the figure for the medical care plan was 4.7. Simi- 
larly only 3 of 20 patients with mumps appeared 
to have been seen by a physician. Physicians in 
the plan saw about one case of common cold in 
15 patients, one case of influenza in 10, and one 
case of acute pharyngitis and tonsillitis in 10 
patients. 

In a second group, there was no great difference 
between episodes reported by patients and physi- 
cians. This group included diseases of the nervous 
system and sense organs, diseases of the circulatory 
system, deliveries and complications of pregnancy 
and childbirth, diseases of bones and organs of 
movement, accidents, poisoning, anc violence. 

In the third group, physicians reported more 
episodes of illness than were recorded by patients. 
These conditions were more difficult to diagnose 
in many cases and included allergic, metabolic, 
nutritional, hematological, and genitourinary dis- 
eases and neoplasms. It is clear from this compari- 
son that there were many diseases in which many 
more patients could go to a physician if they felt 
it necessary or if they had been educated to do so. 
If an increasing number of patients with such 
conditions as colds or minor attacks of influenza 
decided to visit their physicians, the increase in 
services would vastly increase the cost of the pre- 
paid plan without particular advantage to the 
patients. 


DENMARK 


Medical Practice Without Narcotics.—An anony- 
mous physician ( Ugeskrift for lacger, June 25, 1959) 
tells how he became a drug addict and lost his 
right to prescribe narcotics. In the three years since 
then he has carried on as a general practitioner 
with no falling off in the number of patients 
treated. Having to manage without such drugs as 
morphine, he has often found deep intramuscuiar 
injections of certain spasmolytics effective. Friendly 
fellow physicians have helped him in an emergency, 
and by the irony of fate three drug addicts, hap- 
pening to become his patients, have been weaned 
from their addiction by the advice he gave them. 
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Recognizing the need for narcotics experienced by 
patients with inoperable cancer, he has shunted 
such patients to his colleagues. At first he was em- 
barrassed by his inability to prescribe narcotics, but 
now he does not intend to reclaim this right al- 
though he has qualified to enjoy it again. 


Valvotomy for Pulmonary Stenosis.—Pulmonary 
valvotomy by closed methods, with use of knives 
and dilators introduced through the right ventricle 
or the pulmonary artery, has shown unsatisfactory 
results. Although the surgical mortality was low and 
a marked drop usually occurred in right ventricular 
pressure, the gradient over the pulmonary valve was 
rarely abolished and the pressure in the right ven- 
tricle in many patients remained excessively high 
after the operation. Open valvotomy during hypo- 
thermia has in recent years resulted in low mortal- 
ity; results have been satisfactory. E. Husfeldt ( Acta 
chir. scandinav. 117:89-92, 1959) constructed special 
scissors for pulmonary valvotomy by the arterial 
route. The resuits were so good that no reason was 
found to use open methods. The author believed 
that to use extracorporeal circulation for pulmonary 
valvular stenosis was to expose the patient to un- 
necessary risk. Exact diagnosis was a prerequisite 
for valvotomy by a closed method since infundibu- 
lar stenosis must be approached by an open method. 
By careful cardiac catheterization and especially by 
serial films from selective cardiography the diag- 
nosis could be reliably established. A series of 57 
patients with simple pulmonary stenosis in which 
no deaths occurred was divided into three groups. 
In the first group (19 patients) a valvulotome and 
a dilator were used and, while the right ventricular 
pressure fell on an average 30%, at follow-up exami- 
nation many of the patients still had readings above 
80 mm. Hg. In this group pressure readings were 
not taken during the operation. In the second group 
(16 patients) valvotomy was likewise performed but 
the right ventricular pressure was checked during 
the operation. In these patients the mean fall in 
pressure was 36% but too many patients still showed 
right ventricular hypertension postoperatively. In 
the third group (22 patients) the specially con- 
structed scissors were used and the results were 
checked during the operation. The pressure in the 
right ventricle fell by a mean of 65% and 16 pa- 
tients had a postoperative pressure below 40 mm. 
Hg. The author believed that the secondary hyper- 
trophy would disappear when the valvular stenosis 
was eliminated. 


Chronic Constrictive Pericarditis—Hansen and 
Hansen (Acta chir. scandinav. 117:108-115, 1959) 
studied a series of 42 patients with chronic constric- 
tive pericarditis. The elapsed time from the primary 
disease to the onset of symptoms of chronic con- 
strictive pericarditis varied from 0 to 55 years in the 
19 patients of whom the authors had reliable infor- 
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mation. The most common initial symptom was dysp- 
nea on exertion. This was followed in frequency by 
precordial oppression, a feeling of abdominal heavi- 
ness, and increasing abdominal circumference. De- 
pendent edema occurred later in the course, often 
when ascites had been present for a prolonged 
period. Severe edema always developed in the late 
phases of the disease. In most patients a pericardial 
click might be heard along the left sternal margin. 
This was diagnostically significant. Electrocardiog- 
raphy was of great diagnostic significance especially 
in the differentiation from such noncardiac condi- 
tions as cirrhosis of the liver. Atrial fibrillation was 
present in about 50% of the patients. 

Cardiac catheterization yielded characteristic 
curves from both the right and the left side of the 
heart. All the curves showed that the diastolic pres- 
sure was high and that a more or less distinct pla- 
teau was present during diastole. The most con- 
spicuous hemodynamic feature was that the diastolic 
pressure was equally elevated throughout the cen- 
tral circulation. The hemodynamic changes were 
due exclusively to the unyielding pericardium, since 
a normal pressure could be restored by resection of 
the pericardium or even by removing part of it. If 
the disease left a greater or smaller part of the 
pericardium normally distensible, the area of the 
heart covered by normal pericardium was able to 
retract normally during diastole so that the diastolic 
pressure in the corresponding chamber also became 
normal. The constriction syndrome therefore does 
not develop as long as a part of the pericardium 
remains normally distensible. This is in complete 
agreement with the fact that clinical recovery and 
a return to normal of the pressure curves follow 
partial resection of the constricting pericardium. 
This contradicts the existence of a constriction syn- 
drome confined to a single chamber as a result of a 
locally changed pericardium. 


Coarctation of the Aorta.—Coarctation of the aorta 
produces symptoms in infancy in more than 50% of 
the cases. A. Gammelgaard and co-workers (Acta 
chir. scandinav. 117:137-145, 1959) reviewed a series 
of 17 infants under 12 months of age with coarcta- 
tion of the aorta. Two had postductal coarctation 
with a closed ductus without coexisting cardiac de- 
fects, while 12 infants had preductal coarctation 
associated with patent ductus arteriosus (PDA). 
About 60% had accompanying cardiac defects such 
as ventricular septal defect (VSD), atrial septal de- 
fect (ASD), and aortic stenosis. The three remaining 
patients suffered from hypoplasia and aplasia of the 
aortic arch or of the ascending aorta, accompanied 
by PDA, VSD, or ASD. Although the outlook in the 
presence of complicating cardiac anomalies and 
pulmonary hypertension was serious, it was possible 
to perform successful operations on a few of these 
patients. 
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Coarctation of the aorta associated with a PDA 
is one of the most frequent combinations of the 
group of acyanotic cardiac anomalies, but the op- 
erative risk and the result of the operation depend 
not only on the local anatomical conditions but also 
on the frequent combination with pulmonary hyper- 
tension and other congenital cardiac anomalies 
which are of decisive importance. H. Engberg and 
co-workers (Acta chir. scandinav. 117:149-155, 1959) 
found that coarctation was the most frequent com- 
plication of PDA and vice versa. They concluded 
that if the malformations could be removed com- 
pletely, the pulmonary pressure would return to 
normal or near normal. On the other hand, if an 
arteriovenous shunt or aortic coarctation persisted, 
the pulmonary hypertension usually remained un- 
changed. 


Radioactivity of Rain Water.—In a circular ad- 
dressed to all health officers, the National Health 
Service stated that since 1954 it has systematically 
examined samples of drinking water for radioactivity 
and has lately found unfiltered rain water to be 
dangerously radioactive. The international limits 
set in this respect refer to the risks following the 
prolonged, not occasional, exposure to certain lev- 
els of radioactivity. It is also comforting to know 
that wells and water works containing ground 
water with or without a mixture of effectively puri- 
fied surface water have not shown radioactive pol- 
lution. The minority of the population who depend 
on rain water for drinking supplies are warned of 
the risks of the consequences of its prolonged use 
and are advised to get it from ground water pro- 
vided by piping or carting in tanks. When this is 
not feasible, rain water needed for drinking should 
be filtered. Experience with such filtration is still 
inconclusive, though preliminary tests suggest that 
slow filtration of rain water through sand is effec- 
tive. 


Suicide Rate.—When the World Health Organiza- 
tion in 1956 published its study of suicides in differ- 
ent countries, Denmark emerged from the compari- 
son with a high rate. Karen Dreyer (The Danish 
Medical Bulletin vol. 6, May, 1959) by referring 
to records going back to 1835, has shown that Den- 
mark’s present suicide rate is but a continuation of 
a century-old phenomenon. Indeed, as far as men 
are concerned, the suicide rate is no higher now 
than it was a century ago. What is both curious 
and disquieting is the present relatively high rate 
for women. Men continue, however, to account for 
67% of all suicides. There has of late been some 
change in the methods chosen for committing sui- 
cide. Since 1941 poisoning has become less com- 
mon, whereas hanging and drowning have become 
more sO among women. For men 47% of the sui- 
cides are effected by poisons, 36.9% by hanging, 
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6.8% by firearms, 5.4% by drowning, and the rest 
by other means. Since 1941, the percentage of 
drownings in women has almost doubled, rising 
from 5.2% to 9.1%. 


Fractures of the Vertebral Bodies.—Since 1950, De- 
partment V of Copenhagen’s City Hospital has had 
a program of early active movement for patients 
with fractures of the bodies of vertebrae. Hansen 
and Villumsen (Nordisk medicin, June 4, 1959) 
made a follow-up examination of two groups of pa- 
tients representing different types of treatment. 
In the first group of 28 patients, treated between 
1942 and 1949, rest in bed lasted for 3 to 10 weeks 
(average 41 days), the immobilization thus ef- 
fected being supplemented by massage and active 
exercises. In the second group of 29 patients, treated 
between 1950 and 1953, exercises were started a 
few days after admission, the patient being encour- 
aged to extend his spine whenever possible. To 
make the comparison of the two groups as thor- 
ough as possible, the patients were classified ac- 
cording to the character of their work at the time of 
the fracture, their degree of fitness for work on 
reexamination, the duration of invalidism before 
the resumption of work, and the clinical findings at 
the reexamination. In the group with early ambu- 
lation the patient’s stay in the hospital was shorter, 
his resumption of work was sooner, and stabiliza- 
tion of his spine was better than in the other group. 


Diagnostic Spine Boring.—At Department K of the 
Finsen Institute, increasing use has been made of 
spinal boring or biopsy as an aid to the diagnosis 
of obscure spinal diseases. Dr. K. S. Jorgensen 
( Ugeskrift for laeger, June 4, 1959) recommended 
this test only after ordinary clinical, radiologic, and 
laboratory tests had failed to give the required 
information. Of the 39 patients undergoing 43 bor- 
ings, 10 were found to be suffering from tuber- 
culous osteitis and 8 from metastases. The remain- 
ing 21 had varied lesions. In 30 patients the evi- 
dence of this test proved to be correct, and in 25 
of them it was of crucial importance. In the re- 
maining nine cases the findings of the test were 
inconclusive or even misleading. The amount of 
the material obtained by boring was so small that 
it required the attention of an experienced exam- 
iner. No major disaster followed the boring in this 
series. 


Headache from Parodontitis.—In a series of 326 
patients Dr. F. Hilming (Ugeskrift for laeger, 
June 4, 1959) found various forms of headache ‘to 
be associated with marginal parodontitis or gingi- 
vitis although many of the patients had been un- 
aware of this association. The presence of only 29 
men in this series points to the greater readiness 
of women to seek dental aid for parodontal disease. 
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The correlation of it with headache was facilitated 
by blocking suspected areas with local anesthesia 
and noting the effect of this test on the headache. 
The execution of this test requires skill and knowl- 
edge of its limitations and sources of error. A nega- 
tive test result cannot be accepted as such until all 
the possibly peccant areas have been anesthetized in 
turn. In 271 cases (83%) the patients were ren- 
dered symptom-free, in 30 (9%) they were relieved, 
and in 25 (8%) they were unaffected by treatment 
of their parodontitis. By vasodilator tests with nitro- 
glycerin and histamine it was found that headaches 
of parodontal origin were mainly of vasodilator 
character, while a few might be of muscular origin. 


Prevention of Thrombosis.—Since 1946 prevention 
of thrombosis by anticoagulant treatment and early 
ambulation has been systematically practiced at the 
Silkeborg General Hospital where Dr. ©. Christen- 
sen (Nordisk medicin, June 4, 1959) collected data 
on a series of 10,664 patients. For the series as a 
whole the thrombosis rate was 1%, whereas it was 
only 0.7% for the patients given bishydroxycou- 
marin. The thrombosis rate was up to 7.5% for the 
patients not receiving this treatment and not am- 
bulated early. Patients under 18 years of age and 
those in various other categories were excluded 
from this study. Christensen concluded that the 
fairly high prevalence of thrombosis after major 
operations despite early ambulation makes the giv- 
ing of anticoagulant therapy advisable. 


GERMANY 


Pulmonary Hyaline Membrane Syndrome.—H. K. 
Ziegler (Ztschr. Kinderh, 82:64, 1959) stated that the 
pulmonary hyaline membrane syndrome is a fre- 
quent cause of death of premature infants. A series 
of nine such infants dying between the 3rd and 
30th day of life had hyaline membranes in dissolu- 
tion and swelling of the alveolar walls of various 
degrees. Even infants with extensive hyaline mem- 
branes may show no symptoms. The decisive 
factor for the manifestation of symptoms and for 
survival is the speed of pulmonary expansion. 


BCG Vaccination.—H. Spiess Gottingen University 
(Deutsche med. Wchnschr, 84:982, 1959) stated that 
the interval between BCG vaccination and devel- 
opment of a satisfactory immunity is about six 
weeks. Everyone having been vaccinated should be 
isolated from potential sources of tuberculous in- 
fection for this period. The BCG test, unlike the 
tuberculin test, gave a positive reaction as early as 
a few days after vaccination with the usual BCG 
dose of 0.1 mg. This early reaction called for ex- 
perimental investigation of the postvaccinal, preim- 
mune phase after BCG vaccination. Tests were 
made on 70 guinea pigs, of which 20 each were 
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given a virulent infection after 9, 20, or 39 days and 
10 were controls. From the rates of survival and 
development of tuberculosis it was concluded that 
immunity is demonstrable only after more than 
three weeks after vaccination. After about 39 days 
superprotection was observable. At that time the 
tuberculin test was also positive. Thus, experimen- 
tal evidence was obtained for the recommendation 
to take special precautions to avoid exposure to 
tuberculosis infection for six weeks after BCG vac- 
cination. 


Control of Tuberculosis.—A report of the special 
features of the use of tuberculostatic drugs in the 
treatment of tuberculosis in children was published 
in the Miinchen. med. Wchnschr. (101:995, 1959). 
Patients with active tuberculosis should always re- 
ceive chemotherapeutic treatment. The maximum 
dose of isoniazid should be 10 mg. per kilogram 
of body weight daily; of streptomycin 20 to 40 mg. 
with a maximum of 1 Gm. per day; of PAS, 0.2 to 
0.3 Gm. daily; and of thiosemicarbazone, 1 to 2 
mg. daily. The duration of treatment depends on 
the type of case and the drugs singly or in com- 
bination are usually given for at least six months. 
The duration of treatment in miliary tuberculosis 
and tuberculous meningitis should be at least one 
year. The combination of isuniazid and streptomy- 
cin is preferred for early treatment. 


Prevention of Contamination of Blood.—H. Matthes 
(Deutsche med. Wchnschr. 84:483, 1959) stated 
that most cases of bacterial contamination of stored 
blood are caused by the coli group, Pseudomonas, 
or Paracolobactrum. To prevent such contamina- 
tion, various measures are necessary. The disin- 
fectant used to clean the donor's skin must be ab- 
solutely free from pathogens. Entrance of air into 
the storage bottle should be prevented and the 
opening for withdrawal should be sealed after the 
bottles have been filled with blood. It is especially 
pointed out that the bottles may contain pathogens 
even before filling because they are not kept per- 
fectly airtight during transport or storage. Matthes 
adds chloramphenicol to the blood as a preservative, 
in a concentration of 2 mg. per 100 cc. He reports 
that 25,000 blood specimens thus preserved have 
been used without causing any signs of sensitiza- 
tion. Bacteriological examination of 1,000 blood 
specimens preserved with chloramphenicol and 
stored for eight days showed complete sterility. 


Acquired Hypothyroidism.—Scharbau and Alslev 
(Medizinische Klinik, vol. 54, March, 1959) re- 
ported that systemic bone and joint diseases de- 
pending on mineral deficiencies may be due to 
either exogenous or endogenous causes. While the 
influence of the thyroid gland on the growing 
bone is well known, its influence on mature bone 
in the adult is little known. To gain information 
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concerning the possible causal relationship be- 
tween hypothyroidism and intercurrent bone and 
joint diseases, 77 adults (61 women and 16 men) 
with hypothyroidism were examined for skeletal 
changes. A comparative group comprised 151 hy- 
pertensive patients (93 women and 58 men) and 
160 patients (100 women and 60 men) with vari- 
ous internal diseases other than endocrine diseases, 
hypertension and vascular diseases, and diseases 
which were expected to be attended by bone 
changes. Diseases of bones and joints were not 
observed more frequently in patients with hypo- 
thyroidism than in those with other diseases. A 
continual increase of skeletal changes with age in 
hypothyroidal women was observed, chiefly as de- 
generative processes of the vertebral column, but 
the same observation was made in the control 
groups. No clear-cut relation between hypothyroid- 
ism and skeletal diseases was found. These findings 
seem to contradict earlier reports, but the authors 
did see isolated cases of hypothyroidism combined 
with such skeletal diseases as osteomalacia, osteo- 
porosis, and coxarthrosis. 


Oral Treatment of Diabetes.—G. Stétter (Medizin- 
ische Klinik, vol. 54, March, 1959) stated that oral 
treatment of diabetes with sulfonylurea prepara- 
tions is contraindicated in the presence of genuine 
insulin deficiency diabetes which occurs chiefly in 
young persons, and in pregnancy. In pregnancy, 
diabetic women should always be given insulin. 
Diabetic complications do not necessarily require 
a change to insulin. The tablets do not unfavorably 
influence hypertension. Renal lesions due to the 
tablets have not been observed, but in the presence 
of renal damage retention may occur. In patients 
with renal infections carbutamide has been given as 
an antibacterial sulfonamide, but the diabetic dose 
is too low to allow successful treatment of an in- 
fection. Liver diseases are no obstacle to oral treat- 
ment diabetes. 

In special or mixed endocrine forms of the dis- 
ease, e. g., steroid diabetes in pituitary basophil- 
ism, acromegaly, and hyperthyroidism, oral treat- 
ment is often insufficient. Prednisone or cortisone 
treatment may affect the sugar metabolism and it 
is necessary to change to insulin while treatment 
with these hormones is carried out. Adjustment to 
the tablet dose can be made in outpatients as well 
as inpatients. The initial dose is 3 Gm. of tolbuta- 
mide or 2 or 3 Gm. of carbutamide daily. Most of 
the patients have previously been maintained on 
a diet and oral treatment is instituted because 
metabolic requirements are no longer satisfied. A 
change-over to tablets should be made only when 
the metabolism has been fully compensated by in- 
sulin. 

Rigid observation of a suitable diet is indispensa- 
ble. The carbohydrate allowance should be equally 
spread over the day. The protein allowance should 
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be ample and the daily intake of fat should be 50 
to 70 Gm. Many patients who had been satisfacto- 
rily maintained on the tablets for months or even 
years suddenly failed to respond to oral treatment 
and had to be treated with insulin. Carbutamide is 
excreted very slowly and may be given therefore in 
one daily dose, but tolbutamide should be divided 
in two doses a day. 


Retention of Dead Embryo.—M. Pankow of Berlin 
(Ther. Gegenwart 98:100, 1959) treated eight pa- 
tients who had retention of a dead embryo with 5 
mg. of diethyldioxytoluylene dipropionate twice 
daily. No oxytocics or additional conservative meas- 
ures for the induction of labor were used, but the 
patients were allowed to be up and about. Spon- 
taneous expulsion was achieved in 1 to 19 days in 
six patients and the products of conception were 
expelled in toto. The duration of labor was 2 to 10 
hours and with only one exception the puerperium 
took a short and uneventful course. In two patients 
with positive Allen-Doisy test results, the treatment, 
given for 15 and 21 days respectively, was ineffec- 
tive, but the harmless medication facilitated the 
necessary operation. No side-effects were observed 
even with a dosage of 400 mg. in 14 days, given 
in another indication. Diethyldioxytoluylene can 
hardly be expected to be effective during the first 
four weeks after the death of the embryo in pa- 
tients with placenta accreta, in those with placenta 
increta, or in those with mechanical obstruction to 
the birth canal. 


The p-Toluosulfonic Acid Test for Lupus Erythema- 
tosus.—K. Hoffmann (Arztl. Wcehnschr. 14:233, 
1959) stated that the serum flocculation test with 
p-toluosulfonic acid reported to be specific for dis- 
seminated lupus erythematosus is not specific for 
this disease. A series of 638 serums of patients with 
hepatic diseases, polyarthritis, etc., but none with 
lupus erythematosus was examined by electropho- 
resis. The test was strongly positive in 15%, weakly 
positive in 9%, and negative in 76%. Statistical evi- 
dence shows that the test is positive if the gamma 
globulin level increases to above 2.2 Gr.%. 


Diabetic Coma.—H. Bartelheimer (Deutsche med. 
Wcehnschr. 84:931, 1959) stated that the course of 
decompensation in diabetics which may advance 
to the stage of diabetic coma is extremely varied. 
Several forms are differentiated as a guide for its 
recognition and treatment: the dyspneic, the car- 
diovascular, the pseudoparalytic or pseudoperitoni- 
tic, and the renal. The characteristic of each form 
decides which organ system reacts most severely 
to the ketone poisoning. An overlapping of patho- 
logical deviations is frequent. It is also important 
to search for the precipitating factor. In about 50% 
of the cases this is a febrile disease. The metabolic 
derangement may also be initiated by severe dis- 
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turbances in the cerebral, coronary, or peripheral 
circulation. The tendency of the patient to reach 
the acidotic stage varies with the patient’s age and 
is more prevalent in younger patients. Coma is nev- 
ertheless more frequent in elderly persons, since 
the actual number of diabetic patients increases 
with age. Precoma, in which acidosis is less and 
sensorial dimness is absent, frequently occurs, and 
it also calls for intensive treatment. The average 
duration of diabetic disease was markedly shorter 
(4.9 years) in patients with coma than in those 
with precoma (8.3 years ). 

The chances of cure are diminished if acetonuria 
has been present for a long time. The basic prin- 
ciple in treatment is restoration of the biological 
constants. This requires continuous examination of 
the blood chemistry, not only of the sugar and ke- 
tone balance but also of the mineral balance. Insu- 
lin should be given as soon as possible. An initial 
loading dose should be followed with smaller, 
medium doses at intervals of one to two hours. If 
the patient is unconscious a continuous drip of 
physiological saline solution with 5% dextrose 
should be given intravenously. Hypoglycemia is 
to be avoided at all cost. It is also imperative to 
compensate a hypokalemia if present. This may be 
indicated by electrocardiographic changes. Re- 
peated administration of small doses of strophan- 
thin are the best protection against deterioration of 
a weakened myocardium. The complexity of ther- 
apy makes it desirable to treat these patients in 
special clinics where adequate experience is avail- 
able. Deaths from diabetic coma and, in fact, coma 
itself are preventable. 


Value of Serum Enzyme Examinations.—H. Schliff 
and co-workers (Medizinische Klinik, vol. 54, 
March, 1959) reported that the determination of 
serum enzyme changes is a valuable aid in the 
differential diagnosis of cardiac infarction and liv- 
er and blood diseases. Determination of the activity 
of the following enzymes has proved especially 
valuable in clinical practice: serum lactic acid de- 
hydrogenase (SLADG), serum glutamic acid-oxalic 
acetic acid transaminase (SGO-T), serum glutamic 
acid-pyroracemic acid transaminase (SGP-T), and 
serum aldolase. Wroblewski and co-workers were 
the first to point out that in patients with recent 
cardiac infarction SGO-T activity is increased by 
2 to 20 times about 26 hours after the acute event. 
Ladue found such an increase of activity to be 
absent in only 3 of 300 patients with cardiac in- 
farctions. Other authors confirmed these results. 
SLADG determination is also suitable for proving 
the presence of an infarct. It deserves special men- 
tion because its relative increase is usually greater 
and its decline of activity proceeds slower than 
that of SGO-T, thus permitting the detection of in- 
farctions of longer standing. 
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Estimation of serum enzyme levels thus offers 
new possibilities for diagnosing cardiac infarction if 
characteristic electrocardiographic findings are ab- 
sent and it helps to distinguish cardiac infarction 
from pulmonary embolism. To determine whether, 
and to what extent, myocardial damage accounts 
for the degree of increase of activity, the authors 
investigated the serums of patients requiring a 
ardiac operation. If, for example, a pulmonary 
itenosis is corrected through the hypertrophied 
right ventricle, much more myocardial tissue is 
lestroyed than in the case of a mitral commissurot- 
my or ligature of an open ductus arteriosus. The 
serum enzymes showed different activity peaks 
iecording to the extent of the lesion. Since the liver 
is the organ richest in enzymes, all inflammatory 
degenerative diseases of the liver parenchyma are 
ssociated with enzymatic hyperactivity. 

The increase of activity of SGO-T, SGP-T, and 

Idolase in epidemic hepatitis has been known for 
a long time. Epidemiologic studies showed that in 
particular transaminase activity is already increased 
in the incubation state, sometimes weeks before 
the occurrence of jaundice. From the onset of the 
icteric stage aldolase activity declines to normal, 
usually within the first 14 to 18 days, while trans- 
aminase values may remain elevated for several 
weeks. Recurring increases in the further course of 
the disease are early indicators of the development 
of chronic hepatitis. It is especially in this respect 
that enzyme determinations are superior to the usual 
function tests. Determination of enzyme activity 
is of special value in anicteric hepatitis, regard- 
less of its cause. Differential diagnosis of obstruc- 
tive jaundice from acute hepatitis in the early stage 
of the disease is facilitated, since in obstruction of 
the discharging biliary passages enzymes increase 
only if damage to the liver cells has already devel- 
oped. 

Determination of serum enzyme activity also 
supports the differential diagnosis in blood diseases. 
Various forms of leukemia are usually associated 
with a marked increase of SLADG activity, permit- 
ting their differentiation from reactive leukocytosis. 
Pernicious anemia can be distinguished from others 
by the great increase of SLADG and serum al- 
dolase activity. In acute hemolytic syndrome the 
massive decomposition of erythrocytes results in 
marked changes of activity, while in chronic 
hemolytic anemias the enzyme pattern is unchar- 
acteristic. Determination of serum aldolase values 
has distinctly proved more reliable than of acid 
serum phosphatase values in diagnosing prostatic 
carcinoma. It is too early to say to what degree ob- 
servation of the enzyme balance during therapeutic 
measures may be indicative of their efficacy. 


Porphyria Hepatica Acuta——M. Swarowsky of 
Zwickau (Ztschr. drztl. Fortbild. 53:361, 1959) 
treated a 26-year-old patient who had acute hered- 
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itary porphyria hepatica, characterized by a septic 
temperature, progressing paresis, abdominal cramps, 
frequent vomiting, diarrhea, severe somnolence, and 
difficulties of micturition, with chlorpromazine. 
Liver protective diet. lactoflavin, and niacin therapy 
had been unsuccessful and the patient had become 
almost moribund, but surprisingly good subjective 
and objective improvement occurred after use of 
chlorpromazine for only three days. Temperature 
and urinary function returned to normal, pain sub- 
sided, somnolence became less, the appetite im- 
proved, and the patient gained weight. After a fort- 
night the patient was symptom-free and able to 
work. A mild galactorrhea, the only side-effect from 
the chlorpromazine, disappeared when the dose 
was reduced. The patient was able to return to 
work. When last seen he was taking one tablet of 
reserpine (0.25 mg.) a day and was feeling well. 


Creatinine Clearance.—Schmidt and Siidhof (Med- 
izinische Klinik, vol. 54, March, 1959) reported 
that in patients with early or relapsing renal dam- 
age, the classic methods, such as nonprotein nitro- 
gen determination, concentration tests, and urinary 
sediment often fail. Clearance tests may be helpful 
in these cases. For determining the glomerular fil- 
trate a substance is required that is completely fil- 
tered off by the glomeruli and is neither degraded 
nor reabsorbed in the tubules. In 1926, Rehberg 
found creatinine to be such a substance. Popper, 
Mandel, and Mayer later improved the method of 
plasma creatinine clearance and the physiological 
plasma creatinine can now be used for the clear- 
ance test. Simplicity and ease of the method are 
special advantages. The creatinine clearance is, 
however, influenced by p-aminohippuric acid and 
depends on the urinary flow, facts which caused 
many clinicians to decline it as an endogenous 
creatinine clearance method for renal function tests. 
The authors studied 1,620 endogenous creatinine 
clearance tests to determine whether this test might 
be used routinely in suitable cases to obtain in- 
formation of rena] deficiencies that could not be 
demonstrated with the usual diagnostic aids. 
Creatinine determination in plasma was made 
according to the method of Popper, Mandel, and 
Mayer (clearance of the spontaneous 24-hour 
urine). In performing this test the possibility of 
errors of determination and false results due to im- 
proper collection of urine should be borne in mind. 
They can be avoided by making the determination 
at a short, constant time interval after the with- 
drawal of blood and by collecting the urine if nec- 
essary by means of an indwelling catheter. In renal 
disease endogenous creatinine clearance usually 
gives somewhat higher values than the inulin 
clearance, and the glomerular filtrate also depends 
on the patient’s age. The authors therefore consider 
90 ml. per minute the lower limit in younger sub- 
jects and 70 ml. per minute the lower limit in those 
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over 50 years of age. Since most of the 1,620 pa- 
tients examined had healthy kidneys, the values 
were within the normal range in most cases. 

With regard to the diagnostic value of endoge- 
nous creatinine clearance, especially the observation 
of a marked decrease of glomerular filtrate in nor- 
mal or only slightly elevated plasma creatinine ap- 
pears important. This condition was observed in 18 
patients. At least two severely pathological creati- 
nine clearances (below 60 ml. per minute) with 
plasma creatinine concentrations below 1.2 mg. % 
were obtained. Neither nonprotein nitrogen nor 
plasma creatinine levels showed pathological values 
until the time of renal decompensation, and the 
concentrating power of the kidneys was not mark- 
edly reduced. Endogenous creatinine clearance al- 
so gave valuable information of the degree of renal 
involvement in patients with various forms of hy- 
pertension. A special advantage of the method is 
that it puts little strain on the patient. 

The results show that endogenous creatinine 
clearance is especially indicated in patients in 
whom a manifest increase of the plasma creatinine 
level is not yet present, while it is no longer re- 
quired if the level is already significantly increased 
and severe impairment of glomerular filtration is 
suspected. From the relation between plasma creat- 
inine level and glomerular filtrate it is concluded 
that the clearance value is more conclusive in pa- 
tients with mild to moderately severe glomerular 
damage. No constant relationship between plasma 
creatinine and nonprotein nitrogen in patients with 
renal insufficiency was observed. 


Megacolon.—M. Schwaiger (Medizinische Klinik, 
vol. 54, March 1959) said that the pathogenesis of 
megacolon is not, as had been presumed, the dila- 
tation of the colon, but the innate absence of the 
intramural autonomic plexus in the rectum or sig- 
moid. That the nonfunctioning intestinal portions 
act as a stenosis and dilatation of the proximal 
parts of the colon is secondary. The fact that re- 
lapses regularly followed resection of the dilated 
parts supports this conclusion. These operations as 
well as sympathectomy in patients with this disease 
should no longer be made. 

Two methods of operation are now available. 
Rectosigmoidectomy may be performed according 
to Swenson’s technique, in which the nongangliated 
portion of the intestine is removed as far as pos- 
sible, leaving only a few centimeters above the anus 
and producing an end-to-end anastomosis. The op- 
eration is made via the abdominoperineal route. 
Injury to the pelvic nerves with resulting disturb- 
ances of potency is to be avoided. The functional 
results obtained are excellent, and the method is 
used by most surgeons. 
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The second method is that of State. In this oper- 
ation only the narrow segment in the upper part 
of the rectum is removed (abdominally). The re- 
section is extended proximally to the descent or the 
normal large intestine. The anastomosis is at the 
level of, or shortly below the plica rectouterina. 
Since the operation can be made from the abdo- 
men, the pelvic structure is maintained. This oper- 
ation is much more conservative and can be per- 
formed even on dystrophic infants, The results 
obtained are also good but it cannot yet be said 
whether relapses will be more frequent with this 
technique. Of seven patients five were operated on 
by the first and two by the second method. The 
decision of which technique to use is mainly gov- 
erned by individual factors. In some patients the 
stenosis is situated too deep to permit an abdom- 
inal operation. 


Imipramine.—I. Kunz (Arztl. Wcehnschr. 14:332, 
1959) treated 118 patients who had endogenous, 
senile, or menopausal depression with imipramine. 
Treatment was started with 2 to 4 ampuls (50 to 
100 mg.) intramuscularly daily and then changed 
to oral medication with 100 to 150 mg. a day and 
later 250 to 400 mg. according to the requirements 
of the patients. When a stabilization of the condi- 
tion had been achieved, a maintenance dose was 
established. The duration of treatment was 10 to 14 
weeks. The depressive symptoms, temper, disposi- 
tion, psychomotor activity, and thinking power im- 
proved. Patients with quiet depressive forms re- 
sponded better than those with agitated depression. 
In the latter an increase of motor unrest was some- 
times observed. The preparation was well tolerated. 
A slight hypotensive effect was observed. Allergic 
reactions were rare, chiefly transient urticaria. Some 
patients complained of perspiration, flushes, dry 
mucous membranes, bad taste in the mouth, trem- 
or, and disturbances of accommodation. Actual 
complications due to delirium were seen only in 
patients with manifest organic disease. Imipramine 
may be combined with barbiturates, opiates, phe- 
nothiazine, and reserpine. 


NORWAY 


Localized Emphysema.—Localized emphysema may 
appear as superficial emphysematous blebs, bullous 
emphysema, or congenital lobar emphysema. These 
three forms have features in common differentiat- 
ing them from other disorders of the lung such as 
bronchial cysts, but the three forms differ in clinical 
features and therapy. Axel Sanderud (Acta chir. 
scandinav. 117:1-7, 1959) reported on a series of 12 
patients. Treatment should be resection of the 
lung even if the disease is extensive and greatly 
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disables the patient. The pulmonary resection 
should be conservative, but adequate. In the pres- 
ence of dyspnea in infants, lobar emphysema should 
be borne in mind as a possible cause. Lobectomy 
should be performed as early as possible. 


Constrictive Pericarditis—Liavaag and Sanderud 
(Acta chir. scandinav. 117:124-126, 1959) treated 
a series of 50 patients with constrictive pericarditis. 
Two periods could be distinguished as regarded 
operative technique. In the first of these, during 
which six patients were treated, an anterior flap- 
incision was used. This gave poor exposure and 
pericardectomy was consequently very limited. 
During the second period a conventional left tho- 
racic incision was used and decortication was as 
complete as possible through that incision. Six 
deaths occurred in immediate connection with the 
operation or during the postoperative course. In 
this series intrathoracic hemorrhage was more mas- 
sive than after other thoracotomies. Empyema was 
noted in one patient. Activation of tuberculosis 
was noted in another in whom renal tuberculosis 
supervened shortly after the operation. The authors 
concluded that a very limited pericardectomy gave 
poor results. Radical nericardectomy via a left tho- 
racic incision gave satisfactory clinical results. Ac- 
tive dehydration of patients prior to operation in 
order to prevent postoperative overloading of the 
heart was recommended. Chemotherapy should be 
administered in order to prevent activation of a 
latent tuberculosis. 


PORTUGAL 


Mitral Valvotomy.—Décio Ferreira and co-workers 
(J. méd., Pérto 39:493, 1959) reviewed a series of 
473 mitral valvotomies. Using Harken’s classifica- 
tion they had good results in 92% in group 2, 67.3% 
in group 3, and 48.4% in group 4. Auricular fibrilla- 
tion is not a contraindication to valvotomy but it 
does increase the patient's risk, especially to those 
in group 4. The functional results, however, for 
the patients with sinus rhythm were better than 
for those with arrhythmia. Insufficiency of the 
right heart prior to operation, provided it is re- 
versible, does not constitute a contraindication. 
When stenosis is the predominant element in mixed 
mitral valvular disease there is no contraindication 
to operation. 

Although the degree of regurgitation is some- 
times greater than foreseen, the results were suffi- 
ciently encouraging not to contraindicate operation 
in such patients. Recovery does not depend en- 
tirely on the degree of regurgitation. For anatomic 
reasons some small insufficiencies could not be 
corrected while larger ones could be completely 
repaired. When aortic stenosis is also present one 
must decide whether to attempt a double valvotomy 
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because of the great risk involved in such a pro- 
cedure. Where the mitral lesion clearly predomi- 
nates only the mitral valvotomy should be _per- 
formed. Depending on the patient’s postoperative 
course one may decide whether to perform an 
aortic valvotomy. In the authors’ series only two 
stenoses recurred after valvotomy. 


Bronchopleural Fistula.—Esteves Pinto and co-work- 
ers (Médico 10:6-15, 1959) studied a series of 33 
bronchopleural fistulas that occurred in 271 pul- 
monary resections for tuberculosis (12%). Bronchial 
fistulas were more common after pleuropneumonec- 
tomy (25%) than after lobectomy with segmentary 
resection (23.8% ), pneumonectomy (15%), or lobec- 
tomy (8.2%). After pure segmental resection no 
such fistulas were observed. Most of these patients 
fit in the group with advanced or far advanced 
disease as per classification of the National Tuber- 
culosis Association. The authors almost always 
found bronchial lesions (in 23 of 30 patients the 
lesions were caseous) in the bronchial stump. The 
nonspecific lesions they found in a few patients 
may represent a regressive state of a specific con- 
dition that predisposes the production of bronchial 
fistula. 


Griseofulvin.—Esteves and Neves (Jornal do méd- 
ico, Pérto vol. 39, 1959) reported the results of 
the treatment of tinea capitis with griseofulvin. 
This new antibiotic was given by mouth to 14 
children with tinea capitis in doses of 1 Gm. daily 
in patients aged 2 years or more and 0.5 Gm. in 
those under 2 years of age. All were cured clini- 
cally and mycologically after three to five weeks of 
treatment. This result persisted after one month of 
observation in 12 patients, but parasitized hairs 
were found in two children, one of whom was 
still taking the antibiotic for onychomycosis. The 
same dosage of the drug apparently cured four 
children with favus of the scalp after five weeks 
of treatment. The drug was not so effective in five 
adults who had chronic and extensive forms of 
tinea with lesions in glabrous skin, nails, and scalp. 
The fungus was not found in the scalp after four 
weeks, but there was a relapse on glabrous skin 
after 75 days of continuous treatment. The drug 
was well tolerated by all patients. 


SPAIN 


Cytoscopy in the Diagnosis of Cervical Carcino- 
ma.—At the seventh Hispano-Portuguese Congress 
of Obstetrics and Gynecology in Valencia in May, 
E. Molinero Mercado of Santander stated that in 
the study of patients with carcinoma of the uterine 
cervix cytoscopy should always be performed. To 
differentiate between an extension of the tumor 
into the bladder and other bladder lesions the most 
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useful devices are antibiotic tests and observation 
during actinic treatment. There is no perfect cor- 
relation between cytoscopic findings and the car- 
cinomatous condition. When only nonspecific lesions 
are visible it is impossible to determine the depth 
of vesical invasion. Although vesical infiltration 
constitutes an indication for resection, a trial with 
controlled actinic treatment may be of value. The 
reactions caused by radiation, especially when oc- 
curring in a mucosa already involved, are difficult 
to interpret. 


Juvenile Metropathy.—At the same meeting C. Fer- 
nandez Ruiz of Valencia stated that the clinical 
findings of juvenile metropathy cannot be separated 
from the functional hemorrhagic changes in irregu- 
lar endometrial receptivity, maturation, and detach- 
ment and that its most adequate classification would 
be under “juvenile dysfunctional hemorrhage.” The 
concept of dysfunctional juvenile hemorrhage is 
wide and includes not only functional hypophysial- 
ovarian alterations but also vascular and myo- 
metrial factors. Neurogenic influence seems to be 
clinically manifest in many patients. It is impossible 
to establish a direct relationship between hyper- 
estrogenism and hyperplastic metropathy, although 
there is often an increase in estrogens. Dysfunctional 
hemorrhage may occur in any type of endometrium, 
but it is most frequent in the hyperplastic type. The 
hemorrhage in juvenile metropathy is variable. The 
diagnosis of juvenile dysfunctional hemorrhage im- 
plies the exclusion of local and systemic organic 
causes and can be made with certainty only after 
a histological study. Hormonal treatment of these 
patients is often unnecessary, unjustified, and dan- 
gerous. 


Irregular Desquamation of Endometrium.—At the 
same meeting E. Tamayo Cordero and F. Nogales 
Ortiz of Madrid reported that the presence of 
secretory endometrium belonging to the last men- 
strual cycle has been found in biopsy specimens 
taken between the 4th and 10th day of the new 
cycle. Some of these cases are associated with 
menorrhagia and in others there is no menstrual 
alteration. Only when secretory endometrium with 
characteristics of the fourth week in the cycle is 
associated with menorrhagia should the desquama- 
tion be considered irregular or prolonged. In a series 
of 283 unselected patients the frequency of irregular 
desquamation was 14.1%. 

In a comparative study of typical irregular des- 
quamation and simple persistence of secretory 
endometrium there was predominance of thick 
stroma in the first condition (70% of cases) and of 
edematous stroma in the second (53.5%). Of those 
with irregular desquamation 52% had lesions of the 
vascular wall. The most characteristic lesion, hyali- 
nosis, was present in 30%. In patients with irregular 
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desquamation the endometrium is subjected to slow 
but active necrosis and elimination. In cases of 
abnormal persistence of progestational activity of 
the corpus luteum, determining an irregular re- 
sponse of the endometrium to estrogenic depriva- 
tion and, possibly, to delayed restoration of the 
estrogen level, the vascular system plays a role in 
producing abnormal flow due to the lesions present 
or to some alteration of function. Simple persistence 
of secretory endometrium without menstrual dis- 
orders seems to depend on early restoration of 
estrogens. 


Functional Uterine Hemorrhage.—At the same meet- 
ing Prof. V. Salvatierra Mateu of Granada stated 
that functional hemorrhages always have a_hor- 
monal origin, due to progestational ovarian insuffi- 
ciency. In such patients there is need for an accurate 
menogram, with microscopic study of the endo- 
metrium. Hormonal preparations having a_pro- 
longed effect and new synthetic progestogens pro- 
vide a simple, effective means of maintaining 
hemostasis as well as subsequent regulation of the 
menstrual cycle. A biopsy specimen should be 
taken in all women over 40 but only for well-defined 
indications in younger women. Hysterectomy and 
intrauterine radium therapy, with use of mild rays 
or radioisotopes, have some justification in older 
patients. In young patients antifunctional treatment 
is rarely needed. Stimulating radiation of the hy- 
pophysis and ovary gives good results. In simple, 
habitual hemorrhages the preferred treatment is 
with heparin antagonists. 


Isoimmunization.—At the same meeting J. N. 
Dexeus and co-workers of Barcelona said that in 
order to have valid laboratory aids when dealing 
with isoimmunization it is necessary, besides pre- 
liminary systematic determination of maternal and 
possibly paternal Rh factor, to perform an indirect 
Coombs’ test in the Rh-negative patients. If any of 
these determinations should be omitted, it would be 
necessary to perform the direct Coombs’ test in the 
fetus. The laboratory must indicate the titer of the 
indirect Coombs’ test which, when performed early 
and periodically, gives some indication of damage 
to the fetus. In 50% of the patients the fermentation 
test preceded the albumin test. When contemplat- 
ing the interruption of pregnancy, the titration of 
antibodies, the time of their appearance, and the 
curve of increase and maximal titer must be con- 
sidered in the light of the clinical findings, fate of 
previous fetuses, and paternal genetic formula. 
When exsanguination transfusion is contemplated, 
the laboratory material (direct Coombs’ test, eryth- 
rocyte count, bilirubin level, erythroblastosis, and 
leukocyte count determinations) should be consid- 
ered as a whole and in relation to the clinical find- 
ings in the newborn infant. Direct, delayed, positive 
bilirubinemia is associated with a bad prognosis. 
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INTERNAL MEDICINE 


Primary Myoglobinuria. R. L. Gillett. New Eng- 
land J. Med. 260:1156-1160 (June 4) 1959 [Boston]. 


The author reports a case of primary myo- 
globinuria in a 19-year-old youth with a history of 
muscle pain, tenderness, and stiffness, together with 
the passage of dark, reddish-brown urine, occurring 
after strenuous calisthenics for one hour twice daily 
over an interval of 3 days. Physical examination 
revealed obviously swollen, hard, tender muscles of 
the upper part of the chest, shoulders, arms, and 
forearms. The temperature was 98.6 F (37 C); the 
pulse, 76; and the blood pressure, 150/88. Exami- 
nation of the blood revealed a hematocrit of 45%, a 
hemoglobin level of 14 Gm. per 100 cc., and a white 
blood cell count of 12,800 per cubic millimeter, 
with 75% neutrophils, 1% eosinophils, 2% basophils, 
and 22% lymphocytes. The guaiac reaction of the 
dark brown urine was strongly positive. Micro- 
scopic examination of the sediment revealed only 
4 or 5 red blood cells per high-power field. The 
color of the plasma was normal, but it gave a 
strongly positive guaiac reaction. 

The patient gradually improved symptomatically 
on bed rest, with gradual disappearance of the 
swelling, tenderness, and stiffness over a period of 
about 3 weeks. Repeated examination of the blood 
revealed a hematocrit of 50%, a hemoglobin level 
of 16.1 Gm. per 100 cc., and a white blood cell 
count of 6,700 per cubic millimeter, with 62% neu- 
trophils, 2% eosinophils, and 36% lymphocytes. 
Urinalysis showed the urine to be of normal color. 
The blood Kahn reaction was negative, as was the 
red blood cell fragility test. The Coombs test and 
the Donath-Landsteiner test were negative. On a 
muscle biopsy ‘apetinne obtained from the left 
triceps muscle, 2 small foci of infiltration with lym- 
phocytes and plasma cells were noted, and in some 
areas enlarged muscle nuclei were suggestive of 
recent regenerative activity. The impression was 
that the muscle biopsy specimen was abnormal but 
not diagnostic of any specific disease. 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1950 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American bocignemen Association are not available for lending 
but can be li h order. Reprints as a rule are the 


property of authors aed prs be obtained for permanent possession only 
from them. 


Thirty-four cases of primary myoglobinuria have 
been collected from the literature. The causation 
of this condition is obscure. It has been demon- 
strated pathologically by other workers that in this 
condition there is widespread necrosis or lysis of 
striated muscle during an acute attack. With de- 
struction of muscle, myoglobin, a respiratory pig- 
ment, is released from the sarcoplasm of muscle 
and escapes into the blood stream, and thence into 
the urine. The reason for the muscle necrosis is as 
yet unknown. The following outline is suggested 
for the diagnosis: 1. The clinical picture of mus- 
cular pain, stiffness, and tenderness followed by 
the excretion of a dark-red or brown urine, with 
attacks frequently, but not always, precipitated by 
exercise. 2. The presence of urine that gives a posi- 
tive reaction with benzidine reagent usually in the 
absence of significant numbers of red blood cells, 
and of normal-colored plasma that gives a positive 
reaction with benzidine. 3. Absence of evidence of 
hemolysis by the usual laboratory test: normal 
serum bilirubin level, normal red blood cell fragil- 
ity, normal reticulocyte count, and negative Coombs 
test. 4. Abnormal muscle biopsy. 5. Spectroscopic 
or electrophoretic demonstration of myoglobin in 
the urine. 

Treatment of primary myoglobinuria at present 
is preventive and supportive only. The prognosis 
seems relatively good in that most of the patients 
so far reported on seem to have tolerated their at- 
tacks quite well. Apparently renal cortical necrosis 
is the complication to be most feared, and because 
of this no attempt was made by the author to in- 
duce another attack in his patient, much as he 
should have liked to obtain spectroscopic or elec- 
trophoretic proof of the presence of myoglobin in 
the urine. Because of the possibility of producing 
renal injury, any attack carries the potential of be- 
ing fatal, as any transfusion reaction does. 


Wilson’s Disease, Portal Hypertension and Intra- 
hepatic Vascular Obstruction. W. J. Taylor, F. C. 
Jackson and W. N. Jensen. New England J. Med. 
260:1160-1164 (June 4) 1959 [Boston]. 


The authors studied 4 patients, between the ages 
of 28 and 29 years, with classic manifestations of 
hepatolenticular degeneration (Wilson’s disease). 
The size of the spleen was increased, and the diag- 
nosis was established by the presence in each pa- 
tient of Kayser-Fleischer rings, low serum uric acid 
levels, and hypercupremia with hypercupuria. In 3 
of these patients liver function was relatively unim- 
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paired, and manifestations, such as ascites, liver 
palms, and spider angiomas, were absent. The 4th 
patient, who subsequently died in hepatic coma, 
had severe liver disease of long duration, with 
ascites as prominent manifestation. Neurological 
symptoms and signs were present in all 4 patients 
and were relentlessly progressive in 3. The hemo- 
dynamics in the splanchnic vascular bed of these 
patients were studied by catheterization of the 
right hepatic vein, with the catheter wedged in a 
distal vein; by determination of the hepatic blood 
flow, with the catheter withdrawn into a central 
hepatic vein and with the use of Bradley’s Brom- 
sulphalein method; and by splenic-pulp puncture. 
The wedged hepatic-vein pressures were normal in 
3 patients, whereas appreciable elevations in 
splenic-pulp pressure were present in the 2 patients 
in whom this was measured. In the 3 patients with 
normal wedged hepatic-vein pressures, the rate of 
hepatic blood flow was normal, and Bromsulphalein 
clearance was only minimally impaired. In the 4th 
patient, who had an advanced degree of hepatic 
insufficiency, the wedged hepatic-vein pressure and 
the splenic-pulp pressure were essentially equiva- 
lent, and hepatic blood-flow rates and Bromsul- 
phalein clearance were greatly reduced. Spleno- 
portograms were obtained in the 2 patients with 
elevated splenic-pulp pressures and normal wedged 
hepatic-vein pressures and in the single patient 
who had increased splenic-pulp pressure and 
wedged hepatic-vein pressure. In none of them did 
the splenoportogram give evidence of extrahepatic 
portal venous obstruction, and the splenic vein was 
dilated and tortuous, with large paraesophageal 
venous channels present. In 2 of the 3 patients a 
large collateral vein coursed down the lateral ab- 
domen. 

Measurement of the splenic-pulp pressure after 
percutaneous puncture of the spleen has revealed 
that the increased size of the spleen and the eso- 
phageal varices in patients with hepatolenticular 
degeneration are associated with portal hyperten- 
sion. Since hepatic blood flow in patients with this 
disease is either normal or reduced, the observed 
portal hypertension must occur as the result of 
vascular obstruction. The extrahepatic bed in pa- 
tients with hepatolenticular degeneration is patent, 
but the wedged hepatic-vein pressure does not re- 
flect the elevated portal pressure. An adequate col- 
lateral system: must be interposed between the site 
of intrahepatic obstruction and the catheter wedged 
in the hepatic vein in patients with hepatolenticular 
degeneration. It is, therefore, suggested that the 
site of vascular obstruction in these patients is at 
the presinusoidal level of intrahepatic portal circu- 
lation. A similar site of vascular obstruction may 
exist in other cases of portal hypertension in which 
extrahepatic portal block and evident intrahepatic 
lesions are not demonstrable (so-called idiopathic 
portal hypertension). 
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Chronic Cor Pulmonale in Pulmonary Tuberculosis. 
I. A. Parodi and R. P. Tamayo. Rev. mex. tuberc. 
y apar, respir. 19:516-533 (Nov.-Dec.) 1958 (In Span- 
ish) [Mexico, D. F.]. 


The frequency of cor pulmonale associated with 
pulmonary tuberculosis was studied through the 
revision of 1,632 records of autopsies which had 
been performed by the pathology department of 
the National Mexican Medical School at the Gen- 
eral Hospital of Mexico City during 1954-1957. The 
authors selected 214 cases of advanced tuberculosis 
and found that in 60 (28%) there were evidences of 
the anatomic changes characteristic of cor pul- 
monale. These 60 cases were classified into 3 
groups: 28 cases with right ventricular dilatation, 
18 with right ventricular hypertrophy, and 14 with 
both dilatation and hypertrophy; they represented 
44 men, whose mean age at death had been 38 
years, and 16 women, whose mean age had been 
29 years. In the entire series of 214 cases, 57 pa- 
tients had received specific antituberculosis treat- 
ment for at least 3 months; among these there were 
14 (25.5%) with emphysema. Among the 157 un- 
treated patients, 23 (14.6%) had emphysema. Pleural 
adhesions were present in 70 (45.4%) of the 154 
cases without, and in 28 (46.6%) of the 60 cases 
with, cor pulmonale. In 24 cases with cardiac in- 
sufficiency, the weight of the heart was 313 Gm., 
and the thickness of the right ventricular wall was 
0.5 cm. In 36 cases without cardiac insufficiency, 
these measurements were, respectively, 268 Gm. 
and 0.4 cm. 

As the extent of the tuberculous alterations 
varied with the individual cases, it is suggested 
that additional factors associated with pulmonary 
tuberculosis may play a role in producing cor pul- 
monale. In this connection, specific antituberculosis 
treatment and emphysema seem to be correlated. 
It is concluded that advanced, bilateral tubercu- 
losis, with cavitations and bronchogenic or mili iry 
dissemination, is the type most frequently asso- 
ciated with cor pulmonale. Pleural alterations p! \ 
a role, producing obstruction of pulmonary circr- 
lation only when they are extensive and chronic, 
as in patients with empyema. The greater frequency 
of cor pulmonale in patients receiving specific tre::t- 
ment for tuberculosis may be due to emphys«m 
caused by interstitial fibrosis. The frequency «! 
cardiac insufficiency is in direct proportion to the 
increase in weight of the heart. 


Congenital Factor VII Deficiency: Haematolo .: | 
and Genetic Aspects. F. E. Dische and V. Benfi. | °. 
Acta haemat. 21:257-271 (May) 1959 (In Enzlisii) 
[Basel, Switzerland]. 


Factor VII (also known as serum prothrombin 
conversion accelerator, stable factor, or procon- 
vertin) is one of several “new” blood clotting factors 
discovered during recent years. This substance, 
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which occurs in normal serum, is capable of ac- 
celerating the activation by tissue extracts of 
prothrombin in recalcified plasma. Administration 
of Dicumarol causes a lowering of its level in the 
blood. Congenital deficiency of factor VII has been 
described; it causes a hemorrhagic diathesis whose 
symptoms include bleeding from mucous surfaces, 
prolonged bleeding after trauma such as tooth ex- 
traction, and hematomas and hemarthroses similar 
to those encountered in hemophilia. The essential 
abnormality in laboratory tests is a prolonged one- 
stage prothrombin time, which can be corrected by 
the addition to the patient's plasma of normal 
serum; most of the other routine investigations, 
including the thromboplastin generation test, give 
normal results. The symptoms of congenital factor 
VII deficiency generally appear in infancy or child- 
hood, and clotting abnormalities have usually been 
detectable in the patient's relatives. The condition 
almost certainly has a genetic basis. 

The authors report observations on a family in 
which a deficiency of factor VII was discovered. 
The study of this family and an analysis of pre- 
viously published cases of factor VII deficiency 
convinced them that congenital factor VII de- 
ficiency is an hereditary disorder and is due to an 
autosomal gene of intermediate expression and high 
penetrance. Severe deficiency, with a greatly pro- 
longed one-stage prothrombin time, is due to the 
homozygous state for the abnormal gene, and lesser 
degrees of deficiency to the heterozygous state. 
Mild deficiency is probably not uncommon and is 
usually unaccompanied by symptoms of bleeding. 
It causes only slight prolongation of the one-stage 
prothrombin time, and it is best demonstrated by 
specific assay methods. 


Hodgkin’s Disease of the Small Intestine: Report 
of Six Cases. N. Cohen and J. W. Canter. Am. J. 
Digest. Dis 4:361-377 (May) 1959 [New York]. 


The concept of primary Hodgkin’s disease of the 
small intestine has been questioned, but since the 
small intestine contains lymphoid tissue, it is con- 
ceivable that this form of lymphoma could begin 
there. The authors reviewed the records of 6 pa- 
tients with Hodgkin’s disease apparently originating 
in the small intestine, who were examined during 
the period from 1935 to 1957 at the Mount Sinai 
Hospital in New York. Five of the 6 patients were 
women, thus demonstrating a female preponder- 
ance as opposed to the usually reported male pre- 
ponderance. The 6 patients demonstrated many of 
the clinical features that are usually associated with 
this disease. Abdominal pain and weight loss were 
present in each case. The most striking aspect was 
that all the patients exhibited intestinal obstruction 
or perforation of the small intestine at some time 
during their course. Five of the 6 patients pre- 
sented more than one lesion, and, contrary to the 
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usual experience, the ileum was as frequently in- 
volved as the jejunum. Duodenal involvement was 
not found in this series. Laboratory studies were 
frequently helpful, anemia being found in 4 of the 
patients. In view of the various acute processes, it 
was striking that a white blood cell count above 
10,000 per cubic millimeter was never found. A 
mild lymphopenia was common, and each patient 
presented an eosinophil count of 3% or more on at 
least one occasion. Abnormalities were found in 5 
patients who had small intestine barium examina- 
tion. Because of the high incidence of obstruction 
and/or perforation, surgery, followed by irradiation 
therapy, is considered the treatment of choice. 


Hemophilia B (PTC Deficiency, or Christmas Dis- 
ease). A. J. Quick and C. V. Hussey. A. M. A. Arch. 
Int. Med. 103:762-775 (May) 1959 [Chicago]. 


It was demonstrated in 1947 by the thrombo- 
plastin consumption test that thromboplastin does 
not exist in the blood either free or in a precursor 
state, but that it is formed as the result of an inter- 
action between a platelet factor and what was as- 
sumed to be a single plasma constituent which was 
lacking in hemophilia. Later Schulman and Smith 
reported a patient whose clinical condition was 
indistinguishable from hemophilia, but whose de- 
fective prothrombin-consumption time was cor- 
rected by plasma from a known hemophiliac. They 
concluded that their patient lacked a plasma factor 
different from thromboplastinogen, the agent de- 
ficient in hemophilia, but which was equally 
essential for the formation of plasma thrombo- 
plastin. No specific name other than X was given 
to this new factor, but other investigators later 
designated this factor as plasma thromboplastin 
component (PTC). The development of several tests 
for differentiating the hemophilic group of diseases 
in the laboratory of the authors led to an extensive 
investigation of PTC deficiency, also known as 
hemophilia B or Christmas disease. 

The authors present in tabulated form a sum- 
mary of the laboratory studies and of important 
clinical findings in 24 patients with this disease. 
Case histories are presented of a number of selected 
patients. The cases ranged from the severe to the 
very mild. Observations confirmed the reports of 
other investigators that the disease closely resem- 
bles classical hemophilia in its clinical manifesta- 
tions and in its hereditary pattern. Both forms are 
transmitted as sex-linked recessives. The disease 
appears to be somewhat less severe and disabling 
than true hemophilia. The treatment for both dis- 
eases is the same. Fresh or fresh-frozen plasma has 
been found to be the most reliable agent to correct 
the coagulation defect temporarily. The ratio of 
hemophilia B to classical hemophilia in this as in 
other reports was found to be approximately 1:5. 
The factor which corrects the clotting defect of 
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hemophilia B in a test tube is abundantly present 
in aged normal serum but is absent in fresh normal 
plasma. This suggests that the factor lacking in 
hemophilia B is present in an inactive state in 
normal plasma. The consumption of prothrombin 
of native platelet-poor hemophilia B plasma is com- 
pletely corrected by the addition of aged serum 
and an extract of erythrocytes, whereas true hemo- 
philic plasma is not, which constitutes a basic 
means for differentiating the 2 diseases. The throm- 
boplastin-generation test of Biggs and Douglas 
likewise is useful in the differential diagnosis of 
the 2 hemophilic states. It was not found possible 
to estimate PTC quantitatively. 


Clinical and Haematological Aspects of Macro- 
globulinaemia Waldenstrém. J. W. Imhof, H. Baars 
and M. C. Verloop. Acta med. scandinav. 163:349- 
366 (no. 5) 1959 (In English) [Stockholm]. 


A pathological globulin fraction of high molecu- 
lar weight was first described by Waldenstrém 
in 1944 in the blood of 3 patients. These pathologi- 
cal globulins were called “macroglobulins,” and the 
disease in which they occur has since then been 
known as Waldenstrém’s macroglobulinemia. The 
authors discuss the clinical and hematological pic- 
ture of Waldenstrém’s macroglobulinemia on the 
basis of 107 cases reported in the literature and of 
7 of their own observation. The disease occurs 
chiefly in older men; among the cases reported in 
the literature, the male/female sex ratio was 68/39, 
and all but 23 of the 107 patients were over 50 
years of age. Of the 7 patients whose histories are 
presented, 5 were males. The disease took a chronic 
course; death within 2 years of the onset of symp- 
toms was rare. The clinical picture was not typical. 
General malaise, with fatigue and weakness, was 
a complaint in 61%. Anemia was present in 81%. 
Hemorrhagic diathesis existed in 62%, but it varied 
in severity from an occasional unimportant epistaxis 
to life-threatening massive bleeding. Hemorrhages 
from the nasal mucosa were most frequent (41%); 
they were followed, in order of frequency, by 
gingival, retinal, and cutaneous hemorrhages. The 
large number of patients with fundus hemorrhages 
(24%) was a striking feature. Because swelling of 
the lymph nodes and hepatosplenomegaly occurred 
in about half the cases of Waldenstrém’s macro- 
globulinemia, differentiation from chronic lym- 
phatic leukemia may prove difficult. 

The cause of the anemia in macroglobulinemia 
differed from case to case. It was normochromic in 
the majority of cases, in some cases hypochromic, 
but rarely hyperchromic. A disturbed erythropoiesis 
and loss of blood due to the hemorrhagic diathesis 
are important factors. In 6 patients described in 
the literature, and in 2 of the 7 patients presented, 
there existed an abnormal hemolysis. The number 
of white blood cells was usually normal. A relative 
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lymphocytosis often existed. In the bone marrow 
an increase of lymphatic cells was often to be 
found. In 9 patients described in the literature, a 
pancytopenia occurred; this was also found in 1 of 
the 7 patients. In 33 cases a thrombocytopenia 
could be held responsible for the hemorrhagic 
diathesis. The various theories advanced to explain 
the hemorrhagic diathesis in macroglobulinemia 
are discussed. 


The Diarrhea of Travelers: II. Bacteriologic Studies 
of U. S. Students in Mexico. G. Varela, B. H. Kean, 
E. L. Barrett and C. J. Keegan. Am. J. Trop. Med. 
§:353-357 (May) 1959 [Baltimore]. 


The diarrhea of travelers has been the subject 
of more speculation than investigation. This study 
was designed to determine if any of the entero- 
pathogenic bacteria were responsible for the clinical 
syndrome. It was decided to culture stools of trav- 
elers before, during, and after their attacks of 
diarrhea. Mexico City was chosen as the site for 
these investigations, because previous work had indi- 
cated that at least 35% of tourists became ill within 
a fortnight of arrival, and because of the bacteri- 
ological facilities available. A total of 74 students, 
recently arrived in Mexico from the United States, 
were asked to provide a stool specimen for 14 con- 
secutive days; 62 cooperated. Of the 62 students 
completing the 14-day period, 23 were males and 
39 were females. The students had been in Mexico 
from 1 to 11 days before providing their first speci- 
men; the average was 3 days, the median being 2 
to 3 days. All were given a placebo twice daily as 
part of another experiment and to insure their 
avoidance of other drugs. 

Twenty-seven of the students became ill with 
diarrhea, and 35 remained well during the period 
of observation. Of the 27 students who contracted 
diarrhea, 6 had no bacterial pathogens at any time 
during the 2-week period of study, whereas of the 
35 well students, 19 had no pathogens. However, 
during the period of diarrhea 18, or two-thirds, had 
no pathogens in the stool, whereas in the control 
group pathogens were cultured in 16 of the 35 at 
least once during the 2-week period. There was a 
higher incidence of Escherichia coli enteropath- 
ogens among those who contracted diarrhea than 
among those who did not. The difference in appear- 
ance of Klebsiella and Paracolobactrum organisms, 
as between those who were well and those who 
were sick, was not great enough to warrant any 
conclusion as to their relationship to diarrhea, al- 
though it is possible that in individual cases they 
may have been the responsible pathogens. It may 
be significant, however, that of the 9 severe cases, 
8 had E. coli enteropathogens or Klebsiella or Para- 
colobactrum organisms at one time in the stools. 
The absence of Salmonella and Shigella organisms, 
which had been thought to be among the major 
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causes of tourists’ diarrhea, is noteworthy. Although 
the bacteria considered by definition to be patho- 
genic were found more often in those with diarrhea 
than in those who remained well, a definite causal 
relationship was not established. It is possible that 
bacterial enteropathogens may appear in greater 
numbers and variety in individuals who develop 
diarrhea from other causes, e. g., viruses or Staphy- 
lococcus toxin. 


Nitrogen Mustards, Triethylene Thiophosphora- 
mide, Triethylene Melamine, and Aminopterin in 
the Treatment of Advanced Cancer. R. Grinberg. 
Rev. Asoc. méd. argent. 73:130-136 (April) 1959 (In 
Spanish) [Buenos Aires]. 


Palliative chemotherapy was administered to 45 
patients with advanced neoplasia, a single drug 
being used in 19 patients and combined drugs in 
26. The drugs used were nitrogen mustard, nitro- 
gen mustard oxide, triethylene melamine (TEM), 
triethylene thiophosphoramide (thio-TEPA), and 
aminopterin (AP). When only one drug was used, 
it was administered in the standard dose; when 
more than one was used, the standard dose was 
reduced by one-half, one-third, or one-fourth ac- 
cording to the number of drugs combined. The 45 
cases reported by the author included gastro- 
intestinal tumors in 14 patients, gynecologic tumors 
in 8, mammary tumors in 8, pulmonary tumors in 
9, and miscellaneous tumors in 6. Nitrogen mustard 
alone was given to 3 patients, nitrogen mustard 
oxide alone to 17, and thio-TEPA alone to 1. The 
remaining patients received different combinations 
of drugs. 

The treatment was generally well tolerated. The 
subjective symptoms caused by injections of nitro- 
gen mustard and nitrogen mustard oxide were not 
produced when TEM, thio-TEPA, or AP were 
added. There were remissions in 7 of the 19 patients 
treated with a single drug and in 5 of the 26 pa- 
tients treated with combined drugs. The remissions 
occurred in 4 of the gastrointestinal tumors, in 5 of 
the gynecologic tumors, in 1 of the pulmonary 
tumors, in 1 of the mammary tumors, and in 1 
(bladder cancer) in the miscellaneous group. Radio- 
therapy was applied at the same time as chemother- 
apy, with different results in different individuals. 
Good or bad response to radiation did not constitute 
an index of the response to chemotherapy. Eighteen 
patients died within 3 months from the start of the 
treatment. Among the 27 who survived from 4 to 
30 months, 12 experienced remissions. The longest 
survivals were 30 months among those who had 
had remissions and 11 months among those whose 
disease had advanced continuously. 

In no case of failure with the one-drug therapy 
did subsequent combined therapy bring any im- 
provement. The results of the palliative treatment 
were not conclusive. Studies in search for new 
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effective combinations of chemotherapeutic agents 
must continue for treatment of advanced malignant 
tumors. 


An Evaluation of Intermittent Peritoneal Lavage. 
P. D. Doolan, W. P. Murphy Jr., R. A. Wiggins and 
others. Am. J. Med. 26:831-844 (June) 1959 [New 
York]. 


The authors report on 6 male patients, between 
the ages of 8 and 61 years, and 4 female patients, 
between the ages of 8 and 27 years, with acute or 
chronic renal disease in whom intermittent perito- 
neal lavage was used for periods varying from 3 to 
27 days. Of the 10 patients, 5 had acute suppression 
of urine, 2 had acute glomerulonephritis, and 3 had 
chronic renal insufficiency. The smallest number of 
lavages performed in an individual patient was 10, 
and the largest, 53. The lavage solution is prepared 
simply by infusing 1 liter each of 5% dextrose in 
sodium chloride solution, 5% dextrose in water, and 
normal sodium chloride solution to which 2 ampuls 
of sodium bicarbonate have been added. The solu- 
tions are available in all hospitals. Mixing occurs 
within the peritoneal cavity, and after a 2-hour 
period the lavage solution is drained off through 
the same tube used for instillation. A new intra- 
peritoneal tube has been developed which does not 
kink or become obstructed by the omentum. With 
the use of this tube the reliability of the procedure 
was greatly improved. 

In one patient with advanced uremia and potas- 
sium intoxication and in 2 patients with refractory 
pulmonary edema, intermittent peritoneal lavage 
was considered lifesaving. In all the patients it 
proved to be a simple and effective means of ameli- 
orating the clinical and biochemical manifestations 
of uremia. Overhydration was not observed, and if 
due precaution has been taken in the fluid balance 
program, this complication can be avoided. The 
most troublesome complication was obstruction of 
the plastic tubes used in the early experience. This 
problem has been minimized by the use of the 
newly developed peritoneal tubes. The lavage was 
usually accomplished with the patient experiencing 
no more than a sense of fulness or mild discomfort. 
Occasionally a patient complained of pain. Severe 
pain might be caused by overdistention of the 
peritoneal cavity, extravasation of fluid into the 
tissues, or the presence of peritonitis. 

The most serious complications were isolation of 
bacteria from the dialysate in 5 of the 10 patients 
and the development of fibrinopurulent peritonitis 
in an additional patient in whom only one “ques- 
tionable” culture was obtained. Contamination, 
therefore, appears to be more frequent than is gen- 
erally appreciated. The presence of bacteria, how- 
ever, does not indicate the inevitable development 
of peritonitis, and with due precautions this serious 
complication should be avoided. In general terms, 
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hemodialysis with the use of the artificial kidney 
is much faster, and intermittent peritoneal lavage 
is much simpler. Both procedures are clinically 
effective, and the desirability of having more than 
one therapeutic modality available is obvious. 


Metabolic Alterations During Hemodialysis with 
the Disposable Coil Artificial Kidney. G. D. Lubash, 
B. D. Cohen, W. S. Braveman and others. Am. J. 
Med. 26:845-852 (June) 1959 [New York]. 


The authors report on 50 patients with acute and 
chronic renal disease, on whom hemodialyses were 
performed with the aid of the disposable coil arti- 
ficial kidney. The initial blood urea nitrogen levels 
ranged from 50 to 345 mg. per 100 cc. In the 37 
patients in whom the urea nitrogen level was avail- 
able after hemodialysis, this level had been lowered 
by 16 to 237 mg. per 100 cc. The final blood urea 
nitrogen values for the entire series ranged from 
23 to 158 mg. per 100 cc. 

Hyponatremia, hypochloremia, hyperpotassemia, 
hyperosmolality, and acidosis were frequently pres- 
ent in the patients before dialysis was performed. 
The range of potassium plasma concentrations be- 
fore the dialysis was 3 to 7.7 mEq. per liter. At the 
end of the dialysis the plasma potassium concentra- 
tions ranged from 2.3 to 5.9 mEq. per liter. It is as- 
sumed that concentrations of extracellular and bath 
ions move toward equilibrium, depending exclu- 
sively on the exchange gradients across the coil 
membrane. The concentration of extracellular po- 
tassium, however, depends to some degree on ex- 
change gradients across the cellular membranes. 
Plasma sodium concentrations before the dialysis 
ranged from 105 to 150 mEq. per liter. During 
dialysis, the plasma sodium concentration rose 
toward normal levels, most of the rise occurring in 
the first 4 hours. After dialysis, plasma sodium con- 
centrations ranged from 126 to 152 mEq. per liter. 
The range of plasma chloride concentrations before 
the dialysis was 77 to 109 mEq. per liter. After 
dialysis the plasma concentration ranged from 92 
to 113 mEq. per liter. The plasma osmolality before 
the dialysis ranged from 255 to 418 mOsm. per liter. 
The osmolality fell progressively during dialysis in 
those patients with initial elevation, mainly due to 
the clearance of urea. The greatest change occured 
early in the procedure in most patients. 

Changes in plasma volume and red blood cell 
mass were determined by measurement of blood 
volume, arterial hematocrit, and body weight before 
and after dialysis. Blood volume results were avail- 
able in 28 patients. In 19 of these patients the 
plasma volume was expanded by more than 400 cc., 
and in 7 it was within normal limits before the 
dialysis. After dialysis the plasma volume was re- 
duced by 400 cc. or more in 19 patients, but of 
these, plasma volume had previously been within 
normal limits in 4. There was no change in plasma 


MEDICAL LITERATURE ABSTRACTS 


183/343 


volume in 7 patients. Red blood cell volume was 
decreased initially in 20 patients and was normal 
in 8. In 11 patients the red blood cell volume, which 
had been low initially, increased by 200 cc. or more 
after dialysis. There were no significant changes 
during dialysis in 14 patients. All but 2 of these 28 
patients showed a rise in hematocrit during dialysis. 
Only 3 of 40 patients gained weight (water) after 
dialysis. The remainder lost from 0.2 to 7 kg. (% to 
15% lb.). The average change was a loss of 1.7 kg. 
(4 Ib.). 

These data illustrate the magnitude of change in 
body water, electrolytes, and urea during dialysis 
with the artificial kidney. Hemodialysis with the 
artificial kidney is a useful procedure in the cor- 
rection of various electrolyte and fluid abnormali- 
ties in the uremic syndrome. Dialysis may achieve 
striking electrolyte concentrations and fluid volume 
correction in a period of a few hours; additional 
correction or depletion of intracellular ion concen- 
tration may be accomplished by dialysis for longer 
periods. Overhydration may be corrected during 
hemodialysis, but excessive dehydration may be in- 
duced and this can cause further renal impairment. 
Dialysis for 6 hours, with bath changes every 2 
hours, appears to be the optimal procedure. 


The Clinical Course of Regional Ileitis. S. G. 
Meyers, P. E. Ruble and L. Byron. Am. J. Digest. 
Dis. 4:341-351 (May) 1959 [New York]. 


The authors reviewed the records of 100 patients 
with regional ileitis, who were seen at Harper 
Hospital in Detroit from 1932 to 1958. Eighty-nine 
of the patients were followed up for from 5 to 25 
years. Regional ileitis has important connotations 
in that it is infrequent among Negroes and is more 
frequent among Jews than among other groups. 
The clinical course is that observed in the average 
run of cases where there is no concentration of 
seriously ill patients. Striking clinical phenomena 
include an onset as fever of undetermined origin, 
the sprue syndrome, and obstruction precipitated 
by foreign body. Four patients in this series had 
gross intestinal hemorrhage, and 6 had associated 
chronic ulcerative colitis. In 2 of the patients cir- 
rhosis of the liver developed 6 and 8 years after 
recognition of the disease. No patients with malig- 
nancy in association with regional ileitis were 
found. Clinical diagnosis was substantiated by 
tissue diagnosis in 64 of the 100 patients; the con- 
dition of 21 patients was diagnosed by laparotomy 
without removal of tissue; in the remaining 15 pa- 
tients the diagnosis was established by clinical and 
x-ray findings. Of 28 patients who received medical 
treatment, 20 were well at follow-up, 5 were in 
poor condition, and 3 had died. Thus, medical 
treatment should be persisted in if no complications 
are evident. 
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Surgery is indicated in patients with incomplete 
obstruction, abscess and fistula formation, and in- 
tractability characterized by severe diarrhea, at- 
tacks of pyrexia, malnutrition, and anemia. It is 
possible to carry some of these patients on medical 
treatment for a long time before it is necessary to 
operate because of obstructive symptoms. Thus, 
medical and surgical treatment are not competitive 
but supplementary. Sixty-two patients in this series 
underwent resection without any operative mor- 
tality. There was recurrence of the disease in 11 
patients, but surgery resulted in long periods of 
palliation or arrest in 34 patients and a fairly satis 
factory course in 14. Thus, the majority of the re- 
sected group had good results, which suggests that 
the present-day pessimistic view of the benefits of 
surgery in regional ileitis is unwarranted. 


SURGERY 


“Myxoma” of the Left Atrium Simulating Pure 
Mitral Insufficiency: Report of a Case with Success- 
ful Removal. G. J. Wittenstein, J. B. Grow, M. S. 
Hoffman and others. Surgery 45:981-991 (June) 
1959 [St. Louis]. 


As far as the authors were able to ascertain, 8 
myxomas of the left atrium have been successfully 
removed. In almost all of the more than 150 re- 
ported cases of myxoma of the left atrium, the 
tumors simulated mitral stenosis, although in a few 
instances there appeared to be a combination of 
mitral stenosis and mitral insufficiency. The case 
presented here was of particular significance, be- 
cause it closely mimicked pure mitral insufficiency. 
The patient was a 22-year-old man. After various 
examinations, including fluoroscopy and combined 
right and left heart catheterization, the conclusion 
was that the high mean left atrial pressure showed 
an obstruction at the level of the mitral valve, and 
from the atrial pressure tracing there was clear 
evidence that this obstruction was due to mitral 
insufficiency. There was no sign of mitral stenosis. 
Also, the rather high pulmonary hypertension could 
be explained on this basis. The impression was that 
mitral insufficiency with secondary pulmonary hy- 
pertension was present. It was decided that the 
mitral insufficiency should be repaired by the 
Lillehei modification of the Nichols plication. A 
large myxomatous mass was discovered filling most 
of the left atrium and extending through the mitral 
valve orifice into the left ventricle. It was extracted 
with some difficulty. The mass was attached to the 
posterolateral wall of the atrium. The base, which 
measured about 2 cm. in diameter, was cut off with 
scissors. The mitral valve was inspected. There was 
no concomitant stenosis. 

The specimen consisted of 2 oval, dark red-tan, 
shiny masses, measuring 10 by 7.5 by 5 cm. and 4 
by 4 by 3 cm., respectively, and weighing 158 Gm. 
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The gross and histological features of this lesion 
were those which have been described as charac- 
teristic of cardiac myxomas. Whether such polypoid 
intracardiac masses are tumors or thrombi has been 
debated since their discovery. Most authors have 
accepted the theory of a neoplastic origin, but in 
the patient under consideration the evidence of 
neoplasia was not convincing. The authors consider 
the lesion as a peculiar form of reaction and throm- 
bosis which is probably based on a hamartomatous 
endocardial rest. 

Although the symptoms of myxoma of the left 
atrium may resemble those of mitral stenosis, there 
are certain distinguishing features, such as change 
in symptoms with change in body position; fre- 
quent attacks of Stokes-Adams syncope, usually 
brought on by change in body position; preference 
of the patient for certain body positions; intermit- 
tent febrile episodes and petechiae; relentlessly 
progressive right heart failure not responding to 
digitalis and diuretics; roentgenologic and ausculta- 
tory findings of mitral stenosis, sometimes associ- 
ated with mitral insufficiency; changing cardiac 
murmurs with change in body position, and on 
repeated examinations over a period of time; low 
blood pressure and pulse pressure, frequently 
associated with cyanosis of the extremities; and, 
terminally, intractable pulmonary edema and _ pe- 
ripheral circulatory collapse. These features can be 
explained by the pathological changes present in 
myxoma of the left atrium, namely: (1) obstruction 
of left atrial flow, (2) left atrial enlargement, (3) de- 
creased left ventricular output, (4) increased pulmo- 
nary volume and pressure, and (5) right ventricular 
enlargement. The only possible way to arrive at an 
accurate ante-mortem diagnosis is by left cardio- 
angiography. 


Right Atrial Myxoma. M. S. Belle. Circulation 
19:910-917 (June) 1959 [New York]. 


The author describes the history of a 43-year-old 
woman who had myxoma of the right atrium. On 
the basis of this case and of a review of 6 other 
previously published cases, he discusses the physi- 
ological, surgical, and angiocardiographic aspects 
of this condition. Since atrial myxomas can now be 
removed, it is important to diagnose the lesion cor- 
rectly, so that an otherwise fatal condition may be 
corrected and the patient restored to health. The 
author lists the following findings as indicative of 
a diagnosis of myxoma of the right atrium: right- 
sided heart failure; intracardiac calcification on the 
right side; enlargement of the right ventricle and 
right atrium; electrocardiographic findings of a 
prominent P wave and low voltage over the right 
precordium, simulating that found in Ebstein's 
anomaly (downward displacement of tricuspid 
valve), and marked variation in heart rate not re- 
lated to any physiological event or change in 
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rhythm; use of intracavitary electrode catheter to 
rule out Ebstein’s anomaly; and, finally, analysis of 
the right atrial pressure curve which may lead one 
to suspect that other than vaivular stenosis is pres- 
ent. Angiocardiography gives a definitive diagnosis. 
If surgical intervention is contemplated, open-heart 
operation with a pump oxygenator and artificially 
stopped heart seems to be the method of choice. 


Postoperative Complications in Pulmonary Resec- 
tions for Tuberculosis. C. Frazatto Jr., A. Baptista 
Cauduro and L. Barbosa Prata. Rev. paulista med. 
54:253-266 (April) 1959 (In Portuguese) [S40 Paulo, 
Brazil]. 


Complications following pulmonary resection for 
tuberculosis are the most frequent postoperative 
problems in thoracic surgery, being even more fre- 
quent than in resection for pulmonary suppuratien 
and tumors. The 31 patients reported were operated 
on between 1953 and 1958. All except one received 
preoperative treatment. Types of resection were: 
pneumectomy, 10; lobectomy, 17; and lobectomy 
and segmental resection, 5; one patient underwent 
2 resections. Postoperative care included antibiotic 
therapy, sedation, early ambulation, oral hydration, 
and specific treatment for tuberculosis. Twenty-two 
cases (or about 71%) presented complications. There 
were 2 cases of general reactivation and 54 specific 
complications, as follows: bronchial fistulas, 8; 
empyema, 8; residual cavity, 10; atelectasis and 
bronchial secretion, 2; hemothorax and_ pleural 
hemorrhage, 3; insufficiency of respiration, 2; car- 
diac insufficiency, 2; subcutaneous emphysema, 2; 
shock, 4; pulmonary suppuration, 9; and _ total 
dehiscence, 2. Twenty-one subjects (67.7%) recov- 
ered, but tuberculosis persisted in 2 cases. Of the 
8 patients (25.8%) who died, one was an operative 
mortality, and the other 7 died within 30 days. 
Comparison of incidence of fistulas in pulmonary 
resection for tuberculosis with incidence in other 
pulmonary resections for other pulmonary diseases 
showed close correlation between tuberculosis and 
bronchial fistula. Pneumectomy was found to in- 
volve grave surgical risk, with 6 fatalities out of 
10 cases. Clinical control of tuberculosis, together 
with preoperative and postoperative antibiotic 
therapy, decreases incidence of complications and 
allows bolder surgical intervention. 


Cor Triatriatum (Stenosis of the Common Pulmo- 
nary Vein): Successful Treatment of a Case. J. R. 
Belcher and W. Somerville. Brit. M. J. 1:1280-1282 
(May 16) 1959 [London]. 


The authors report on a 28-year-old woman with 
the left atrium divided by a transverse septum into 
2 chambers (cor triatriatum), who was admitted to 
the Middlesex Hospital in London for progressive 
breathlessness, palpitation, and tiredness of 4-year 
duration. The patient had atrial fibrillation; venous 
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pressure was raised to 4 cm. above the sternal angle; 
and there was an obvious systolic lift to the left of 
the sternum. The main auscultatory findings were 
a mitral pansystolic murmur (grade 2) and a loud 
first sound at the mitral (grade 3) and the tricuspid 
area (grade 3). The second sound was closely split, 
the pulmonary element being loud. There was no 
diastolic murmur and no opening snap. The blood 
pressure was 120/85 mm. Hg. The electrocardio- 
gram showed atrial fibrillation and a strong right 
ventricular hypertrophy pattern. The heart was 
moderately increased in size, the pulmonary artery 
prominent, and the left atrium slightly enlarged 
when viewed in the right oblique position. The 
lungs showed pulmonary venous congestion with 
Kerley’s lines present at both sides. A tentative 
diagnosis of severe mitral stenosis was made. 

At operation, the anterior part of the left atrium 
was soft, but the posterior part, into which the 
pulmonary veins drained, was tense. The atrium 
was explored through the appendage; there was 
moderate mitral incompetence but no stenosis, and 
the valve cusps were soft and freely mobile. The 
tense intra-atrial septum was easily palpable and 
contained a calcified orifice, 2 mm. across, on the 
posterolateral aspect just in front of the pulmonary 
veins. The anomalous intra-atrial septum was suc- 
cessfully divided with a Brock posterior commissure 
knife from side to side of the atrium. There was an 
immediate inrush of blood, and the pressure in the 
third atrium fell immediately from 40 to 8 mm. Hg. 
No attempt was made to enlarge the orifice in the 
septum as it was so eccentrically placed. Convales- 
cence was normal, and 4 months after the operation 
the patient had no symptoms. The venous pressure 
was normal, but atrial fibrillation and the mitral 
systolic murmur persisted. 

Since the anomalous intra-atrial septum causes 
an obstruction at the left atrial level, it can simulate 
the symptoms, roentgenologic appearances, and 
hemodynamics of mitral stenosis. It is eminently 
suitable for surgical treatment. The case of this 
patient is the 4th in the literature in which surgical 
treatment was successful. 


Carcinoma of the Breast. J. E. Skandalakis, S$. W. 
Gray, A. Macris and others. Surgery 45:912-929 
(June) 1959 [St. Louis]. 


No satisfactory set of principles governing the 
treatment of carcinoma of the breast exists today. 
Supraradical, radical, and simple mastectomy, radi- 
ation, hormonal dependency, and biological prede- 
terminism are among the controversial matters 
which confront the surgeon. To resolve some of the 
confusion, the authors reviewed 357 cases of breast 
cancer among private hospital patients operated 
on in Atlanta, Ga., between 1925 and 1954. While 
more than 40 surgeons participated in the series, 
over 60% of the operations were performed by 2 
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of the authors. It was found that lesions of the 
inner lower quadrant of the breast were the least 
common, but resulted in the highest mortality. 
Lesions of the outer lower quadrant of the breast 
were equally rare, and resulted in the lowest mor- 
tality. A postmenopausal decrease in mortality was 
observed; it was more marked among patients with 
lesions of the upper portion of the breast than 
among those with lesions of the lower portion. A 
slight predominance of left breast lesions (105:100) 
was found. 

The preoperative existence of the lesion was 
shorter than in a series of charity patients from the 
same area. Time from patient's discovery to opera- 
tion has not markedly decreased over the years 
included in this series. There was a mean improve- 
ment of less than 9 months’ survival time in patients 
operated on within one month of discovery of the 
lesion, in comparison with those operated on be- 
tween 2 and 12 months of discovery. A positive 
family history of cancer was obtained in 35% of the 
patients. This is higher than the usual figures given 
and nearly 3 times that of charity patients in 
Atlanta. Among patients who had not borne chil- 
dren, breast cancer appeared later in life and 
progressed more slowly than in patients who had 
been mothers. Five-year survival was better (62.4%) 
in patients over the age of 50 than in younger 
patients (51.0%). 

In contrast with other studies, the present series 
indicated that specialists who have performed many 
mastectomies had appreciably better results than 
infrequent operators. Results of simple and radical 
mastectomy were compared, and their significance 
discussed. With proper selection of individual cases, 
the simple procedure seemed as good as the radical. 
Survival rates, preoperative duration of disease, 
and effectiveness of treatment are discussed with 
respect to sources of confusion due to differing 
analyses of data. While the need of standardization 
of treatment is obvious, there is as yet no hope of 
achieving it. 


Subtotal Gastric Resection: An Appraisal of a Means 
of Treatment of Benign Peptic Ulceration of the 
Stomach and Duodenum. E. G. Clausen and R. J. 
Jake. California Med. 90:407-410 (June) 1959 [San 


Francisco]. 


The authors report on 400 patients with benign 
peptic ulcers of the stomach and duodenum, who 
underwent subtotal gastric resection between 1946 
and 1958. One hundred twenty patients (30%) were 
women, and 280 (70%) were men. Of the 400 pa- 
tients, 289 (75.25%) had duodenal ulcers, 89 (22.25%) 
had gastric ulcers, 7 (1.75%) had gastric and duo- 
denal ulcers, and 15 (3.75%) had gastrojejunal 
ulcers. Subtotal gastric resection with anterior 
gastrojejunostomy was performed on 262 patients 
(65.5%), with posterior gastrojejunostomy on 56 
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(14%), with gastroduodenostomy on 82 (20.5%), and 
with concomitant cholecystectomy on 10 (2.5%). 
Antral exclusion was performed on 9 patients 
(2.25%) because of the hazardous operative condi- 
tion of the duodenum, but it is no longer employed. 
Three hundred eighteen patients (79.5%) were in 
the hospital for 10 days or less. Four patients died 
postoperatively. Two of these deaths were due to 
anesthesia; of the other 2 deaths, one resulted from 
postoperative hemorrhage, wound dehiscence, and 
cardiac failure, and one was due to peritonitis re- 
sulting from an unrecognized leak of the duodenal 
stump. There were 9 patients (3.1%) with proved 
recurrent ulcers and 3 with asymptomatic bleeding. 
Four of the recurrences were apparent within 12 
months of the resection; there have not been any 
recurrences after 3 years, but they may occur at 
any time. There has not been any recurrence to 
date in those patients who had a 75% resection. 

Although the over-all late results have been 
satisfactory, nutritional disturbances occurred often 
enough that the advisability of a routine 75% re- 
section is doubtful. The use of vagotomy with an 
emptying procedure may occasionally prove to be 
the better procedure. To date, vagotomy and gastro- 
jejunostomy have not proved to be superior to sub- 
total gastrectomy. Vagotomy with pyloroplasty is 
a simple procedure, and the results to date are 
encouraging. Partial gastrectomy with vagotomy 
is the most appealing procedure, but the mortality 
and morbidity rates associated with it may tend to 
limit its advantages. The authors believe that each 
procedure should be selected individually to treat 
a specific patient. In patients whose weight has 
never been a problem (except in abundance), a high 
subtotal gastric resection will usually give an ac- 
ceptable result. For patients who are underweight, 
vagotomy with pyloroplasty may be the most prom- 
ising procedure. In patients in whom the local con- 
dition of the duodenum precludes satisfactory 
pyloroplasty or the stomach is large and aionic and 
does not empty properly, partial resection with 
vagotomy would seem indicated. Patients who are 
emotionally unstable probably will not do well 
regardless of procedure; in fact, a high gastric 
resection makes them susceptible to many post- 
operative complaints. Vagotomy with an emptying 
procedure or resection should not be done unless 
the surgeon is absolutely confident of the complete- 
ness of the vagotomy, a challenge which he will 
occasionally encounter. 

One is unable to determine preoperatively which 
patients are most likely to have a recurrence. In 
patients whose nutrition was poor (in the absence 
of obstruction) before operation, extensive resec- 
tion cured the ulcer, but subsequent nutrition was 
poor, a phenomenon which led the authors to 
adopt a more conservative attitude. In such circum- 
stances they are inclined to do a vagotomy with 
pyloroplasty. 
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Chronic Myelogenous Leukemia with Gastric In- 
filtration: Report of a Case Simulating Carcinoma 
of the Stomach. J. A. Cavins, H. S. Levin and H. J. 
Day. New England J. Med. 260:1111-1114 (May 28) 
1959 [Boston]. 


This report is concerned with a 63-year-old man 
who was first seen in the Ohio State University 
Hospital, Columbus, in October, 1957. Three 
months previously he had noticed a feeling of ful- 
ness in the epigastrium after meals. Over the sub- 
sequent 3 or 4 weeks this discomfort changed to 
frank, burning, epigastric pain that was present 
constantly but was more pronounced 2 hours after 
meals. The pain was aggravated by alcohol and 
coffee and ameliorated by antacids, milk, and food. 
Associated symptoms included nausea and occa- 
sional emesis of mucoid material. Weight loss fol- 
lowed. A large filling defect on the greater curva- 
ture of the stomach, with a suggestion of diffuse 
infiltration of the lesser and greater curvatures of 
the antral region, was detected. A tentative diag- 
nosis of carcinoma of the stomach was made, and 
the patient was admitted to the surgical service for 
gastric resection. Because of a white blood cell 
count of 88,500, and because of a cardiorespiratory 
problem, the patient was transferred to the medical 
service for complete hematological and preopera- 
tive evaluation. 

The following diagnostic possibilities were con- 
sidered: carcinoma of the stomach, with leukemoid 
reaction; chronic myelogenous leukemia, with leu- 
kemic infiltration of the stomach; and carcinoma of 
the stomach associated with chronic myelogenous 
leukemia. The hematological picture was that of 
chronic myelogenous leukemia, but associated car- 
cinoma was considered probable. The patient was 
given 3 mc. of radiophosphorus (P **), with a re- 
sultant drop of the white blood cell count to 17,800. 
During laparotomy the surgeon felt a large tumor 
at the antrum. A 70% gastric resection and subse- 
quent Billroth 1 anastomosis were accomplished, 
and recovery was uneventful. 

Examination of the specimen revealed an ulcer 
with indurated, elevated edges, and a granular base 
along the anterior, inferior wall of the prepyloric 
region. There was tumorous infiltration of the sur- 
rounding mucosa, and ulcerated, indurated foci 
surrounded the ulcer. Prominent mucosal folds were 
seen throughout the stomach. Microscopic exami- 
nation showed cellular infiltration limited to the 
mucosa. The infiltrate had thickened the mucosa 
to 2 or 3 times the normal dimensions and separated 
the glandular crypts. Under higher magnification, 
mature cells were recognized as polymorphonuclear 
leukocytes, and less mature cells as members of 
the granulocytic series. The pathological diagnosis 
was infiltration of the stomach by myelogenous 
leukeinic cells. No carcinoma was seen. After op- 
eration, the white blood cell count rose to 43,600, 
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and an additional 2 mc. of P™ was given. After 
that, busulfan and prednisone were given for the 
first 6 months, and then 6-mercaptopurine therapy 
was started, because the process presumably was 
entering the myeloblastic phase. The patient has 
been asymptomatic since subtotal gastrectomy. 

On reviewing 1,594 cases of lymphoma and leu- 
kemia, the authors found 14 patients who had un- 
dergone surgery because of symptomatic gastroin- 
testinal involvement. One had chronic lymphatic 
leukemia; 6, lymphosarcoma; 6, reticulum-cell sar- 
coma; and 1 (described above), chronic myelo- 
genous leukemia. The disease involved the stomach 
in 10 cases, the duodenum in 1, the ileum in 2, and 
the rectum in 1. Gastrointestinal complications in 
patients with leukemia should be investigated, 
since. as with the case presented, symptomatic re- 
lief may result from surgical intervention. 


An Evaluation of Internal-Mammary-Artery Liga- 
tion by a Double-Blind Technic. L. A. Cobb, G. I. 
Thomas, D. H. Dillard and others. New England 
J. Med. 260:1115-1118 (May 28) 1959 [Boston]. 


Seventeen patients with angina pectoris attrib- 
uted to coronary artery disease were invited to 
participate in an experimental evaluation of inter- 
nal mammary artery ligation. All the patients were 
seriously limited by angina. None had sustained a 
recognized myocardial infarction during the 6 
months before operation. The patients were asked 
to keep a record of anginal episodes and of the 
number of glyceryl trinitrate (nitroglycerin) tablets 
used preoperatively and after the operation. A 
standardized exercise-tolerance test was performed 
before and at least once after operation. The “re- 
spiratory efficiency” and blood. pressure were de- 
termined, and an electrocardiogram was obtained 
at rest, during exercise, and during recovery. In the 
follow-up period the patients were periodically 
asked to estimate their degree of improvement in 
angina. 

The subjects were informed that this procedure 
had not been proved to be of value, and yet many 
were aware of the enthusiastic report published in 
the Reader's Digest. The patients were told only 
that they were participating in an evaluation of 
this operation; they were not informed of the 
double-blind nature of the study. At the time of 
operation, which was performed under local anes- 
thesia, the surgeon was handed a randomly selected 
envelope, which contained a card instructing him 
whether or not to ligate the internal mammary 
arteries after they had been isolated. The physicians 
observing the patients postoperatively were not 
informed what was actually done in the operating 
room until the postoperative evaluations were com- 
pleted. The patients were followed postoperatively 
for 3 to 15 months. 
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Eight patients had their internal mammary ar- 
teries ligated; 9 had skin incisions only. During the 
first 6 months, 5 out of 8 of the ligated patients and 


5 out of 9 of the nonligated reported “significant” 


subjective improvement. Striking improvement in 
exercise tolerance occurred in 2 patients whose 
internal mammary arteries were not ligated; one 
of these patients failed to demonstrate the abnormal 
electrocardiographic changes that occurred pre- 
operatively with the same exercise test. Internal 
mammary artery ligation probably has no effect on 
the pathophysiology of coronary artery disease. The 
subjective benefit from this operation is more likely 
to be on a psychological basis, although sponta- 
neous improvement in collateral circulation cannot 
be excluded. The value of the usual clinical evalua- 
tion of any form of surgical therapy designed to 
relieve the symptoms of angina pectoris is con- 
sidered highly speculative. 


The Indications for Splenectomy in the Spleno- 
megalic Forms of Besnier-Boeck-Schaumann Dis- 
ease. J. Tapie, J. Monnier, P. Ferret and others. 
Presse méd. 67:805-808 (April 22) 1959 (In French) 
[Paris]. 


Sarcoidosis of the spleen is one of the most in- 
teresting visceral forms of Besnier-Boeck-Schau- 
mann disease. In the absence of external adenop- 
athy, of cutaneous lesions, or of pseudocystic 
osteitis, the finding of an irreducible chronic spleno- 
megaly exposes the clinician to several errors, the 
most common being a diagnosis of Banti’s disease 
(splenic anemia or congestive splenomegaly), since 
the blood picture shows a deficiency of white gran- 
ulocytes. These splenomegalic forms of sarcoidosis 
at times result in a secondary hypersplenism. The 
authors report the case of a 40-year-old farmer who 
in 1952 at a preemployment radiologic examination 
presented an abnormal pulmonary picture, which 
developed with a minimum functional disturbance, 
intermittent cough, and slight dyspnea of effort. A 
fibrocongestive pulmonary tuberculosis sus- 
pected a few months later after the occurrence of 
hemoptysis. Koch’s test and the tuberculin test gave 
negative results. The coexistence of some jaundice, 
of an old splenomegaly without much diminution 
of globular resistance, and of leukopenia that was 
in contrast to a normal myelogram led the authors 
to diagnose the case as Besnier-Boeck-Schaumann 
disease with visceral location. Two puncture biop- 
sies of the spleen confirmed the diagnosis. 

The patient derived no benefit from a long anti- 
tuberculous treatment and only a temporary bene- 
fit from hormonal therapy. Splenectomy was per- 
formed because of the persistence of splenomegaly 
and leukopenia. The rapid improvement of leuko- 
penia and the temporary arrest of hemoptysis that 
resulted from the operation proved, according to 
the authors, the existence and the intermingling of 
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2 processes, one anatomic and the other functional, 
in the evolution of this sarcoidosis with splenic and 
bronchopulmonary localizations. The patient was 
in good general condition 5 months after the op- 
eration, but roentgenologic examination showed no 
improvement of the pulmonary lesions. The patient 
subsequently died of fulminating hemoptysis. 


Carcinoma of the Colon and Rectum in Children. 
M. T. Hoerner. Ohio M. J. 55:657-658 (May) 1959 
[Columbus]. 


There is increasing evidence to show that age is 
no barrier to the occurrence of carcinoma of the 
colon and rectum in young individuals. Epithelial 
malignant growths have been found in sufficient 
instances to warrant their consideration in a dif- 
ferential diagnosis of childhood diseases. The symp- 
toms of carcinoma of the colon in children are not 
specific, since carcinoma of the ascending colon 
does not tend to produce obstruction as do malig- 
nant lesions involving the large intestine on the left. 
The prognosis of carcinoma of the colon in children 
is poor. This is due to failure to diagnose and treat 
the condition early and because the lesions tend to 
be highly malignant and metastasize quickly. Early 
radical resection of these growths offers the only 
hope for salvage of these young individuals. Re- 
moval of benign polyps of the colon may prevent 
the development of malignant transformation dur- 
ing childhood or adult life. 


Diagnosis in the Management of Burns. D. M. Jack- 
son. Brit. M. J. 1:1263-1267 (May 16) 1959 [London]. 


An extensive burn is an incident which starts a 
fast-moving progressive illness. Within an hour or 
two a severe burn will produce oligemia, clinical 
shock, and sometimes renal failure. Bacterial colon- 
ization of the burn surface follows, and sometimes 
invasive infection. Soon anemia and wasting be- 
come apparent, and in a few weeks the formation 
of fibrous tissue may cause contractures and de- 
formity. Against this background the need for con- 
stant reassessment of the patient’s changing condi- 
tion is imperative to prevent or arrest the expected 
complications. Diagnosis in a severely burned pa- 
tient requiring resuscitation with colloid infusion 
may be made by the proportion of skin surface 
burned. The amount and rate of colloid infusion 
may be assessed from hour to hour by following 
the changing trend of 5 clinical guides taken to- 
gether, namely, the general condition of the pa- 
tient, the hematocrit level, the urine output, a 
simple formula (according to which a patient will 
require an amount of colloid equal to his plasma 
volume for every 15% of the body surface burned, 
excluding erythema), and measurement of the blood 
volume. Whether blood transfusion is required de- 
pends on the degree of red blood cell destruction. 
Although this varies greatly from case to case, both 
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in amount and in time, it may also be assessed by 
five guiding factors, namely, visible blood loss, evi- 
dence of fragmented red blood cells in a blood 
specimen obtained at admission, signs of shock 
with a normal hematocrit, a falling hematocrit 
without overinfusion, and direct measurement of 
the red blood cell volume. 

A routine is suggested for the early diagnosis of 
renal insufficiency; this needs to be differentiated 
from the physiological oliguria which accompanies 
oligemia in the shock stage, or dehydration in the 
subsequent week. Oliguric and nonoliguric types of 
renal failure must also be distinguished if appro- 
priate treatment is to be given. The 2 criteria for 
suspecting electrolyte imbalance and for making 
daily blood chemistry examinations are renal in- 
sufficiency and failure to start oral feeding on the 
second day. Some suggestions are made for avoid- 
ing serious deficit or excess. Survival of the patient 
may depend on knowing the variety of pathogens 
which colonize the burn surface, whether invasive 
infection is present, whether there is a positive 
blood culture, and, if so, whether it signifies bac- 
teremia or septicemia. Frequent bacteriological ex- 
aminations, therefore, are required. The choice 
between dressings and exposure for local treatment 
of burns demands an independent assessment for 
every patient. In connection with the diagnosis of 
the depth of burning, the deceptiveness of appear- 
ance and the value of sénsitivity to pinprick as a 
sign of partial-thickness skin loss are emphasized. 


Contribution to the Knowledge of Gastric Adeno- 
mas and in Particular of Pure Autochthonous 
Varieties: Anatomicopathological Aspects and Etio- 
pathogenetic Problems. A. Lucifero. Policlinico 
(sez. chir.) 66:65-101 (April) 1959 (In Italian) 
[Rome]. 


The author reports on 3 patients, ranging in age 
from 47 to 60 years, who were operated on for 
gastric adenoma. The lesion appeared to be benign 
on roentgenologic examination and on inspection 
at operation, but existence of an underlying malig- 
nant process was revealed on microscopic examina- 
tion. The main symptom was a mild or moderate 
recurring epigastric pain which mostly took place 
after meals. On roentgenologic examination, a well- 
circumscribed mass, the size of a bean or a walnut, 
situated along the greater curvature of the stomach 
and not far from the pylorus, was diagnosed as 
probably a benign adenoma in all 3 patients; both 
peristalsis and emptying of the stomach were ob- 
served in 2. Macroscopic observations of the re- 
sected specimens were not conflicting with the 
preoperative roentgenologic diagnosis, but histo- 
logical findings revealed the existence of malignant 
growths, which consisted of papilliferous, adeno- 
matous tissue and atypical cells with absence of a 
basal membrane. As an example, one of the patients 
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was operated on for a presumed benign polyp, but 
malignancy was subsequently demonstrated on 
microscopic examination, and he underwent resec- 
tion of the stomach a month after the first operation. 
The experience with this patient has suggested per- 
formance of a gastric resection despite the preoper- 
ative roentgenologic diagnosis of a benign lesion, 
for histological findings of the resected specimen 
revealed malignancy and thus confirmed that it 
would have initially been correct to perform a 
gastric resection instead of merely removing the 


polyp. 


Clinical and Surgical Considerations in Lympho- 
reticulosarcoma of the Stomach. A. Malaspina and 
S. Bianchi. Minerva med. 50:969-977 (April 4) 1959 
(In Italian) [Turin, Italy]. 


Ten patients, between 32 and 55 years of age, 
with lymphoreticulosarcoma of the stomach were 
seen by the authors during the years from 1953 to 
1957. The neoplastic growth, with varying but 
chiefly antral location, was always visible in the 
roentgenograms. The tumor grew in most cases in 
the central part of the stomach and lay on an ulcero- 
necrotic basis. On operation, the gastric walls ap- 
peared submerged; in substitution there was a 
shiny, hard, and homogeneous white tissue which 
extended to the periulcerative depression, reached 
the serous layer, and at times proliferated on it. 
Small, hard, perigastric lymph nodes, which on 
dissection looked white and shiny, were found in 
some cases. Six of the patients were men, and 4 
were women; most of them were between 40 and 
60 years of age, the average age being 46% years. 
They had generally suffered from ulcerous or 
gastric disease previous to discovery of the tumor. 

A preoperative diagnosis of the type of neoplasm 
was not possible on mere roentgenologic examina- 
tion. Involvement of the peristalsis occurred in most 
of the patients, and a marked reduction of the 
visceral lumen was observed in 4. All the patients 
were subjected to radical surgery, and 6 also re- 
ceived roentgenotherapy. Of the latter patients, one 
was alive 3% years after the operation; 3 were 
living 2 years afterward; and 2 had survived a year 
subsequent to the operation. Of the 4 patients who 
were treated only surgically, one had died of non- 
ascertained causes a few months after the operation; 
the other 3 had survived from 4 months to 2 years 
postoperatively. 


Bleeding Varices Due to Cirrhosis. G. A. Hallen- 
beck, M. S. Comess, E. E. Wollaeger and R. P. 
Gage. A. M. A. Arch. Surg. 78:774-785 (May) 1959 
[Chicago]. 


Records were examined of all patients who had 
splenectomy at the Mayo Clinic between 1909 and 
1947 and for whom the diagnosis of cirrhosis of the 
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liver, Banti’s syndrome, or splenic anemia was re- 
corded, Two criteria were used to select patients 
for this study, namely, (1) a history of bleeding from 
the gastrointestinal tract before splenectomy was 
performed and (2) an irrefutable diagnosis of cir- 
rhosis of the liver. A total of 75 patients satisfied 
these criteria; in 24 of them omentopexy had been 
performed together with the splenectomy. A group 
of 54 patients having cirrhosis of the liver who bled 
preoperatively but who had had either splenorenal 
or direct portacaval shunts constructed from 1 to 6 
years previously was studied as well. Survival rates 
for both groups of patients during the first 5 years 
were similar. A much greater incidence of post- 
operative bleeding was noted in the group that had 
splenectomy than in those treated by portal-venous 
shunt. 

Survival rates for patients who underwent a 
splenectomy or a portacaval shunt were compared 
with those for 4 published series of patients with 
gastrointestinal bleeding associated with cirrhosis 
of the liver who did not have surgical treatment. 
The argument was developed that the principal 
reason for better survival in the surgical groups is 
that the methods used to select patients for opera- 
tion also provide selection of those most likely to 
survive longest. This study suggests that splenec- 
tomy with end-to-side splenorenal anastomosis gives 
results superior to those after either splenectomy 
alone or end-to-side portacaval anastomosis. More 
data and a longer period of observation are needed 
to establish this point beyond question or to dis- 
prove it. 


Segmental Dilatation of the Colon: A New Entity. 
O. Swenson and F. Rathauser. Am. J. Surg. 97:734- 
738 (June) 1959 [New York]. 


The authors present the history of 2 infants and 
a 22-year-old man with unusual segmental fusiform 
dilatation of the colon admitted to the Boston Float- 
ing Hospital between 1953 and 1958. The 3 patients 
were successfully treated by segmental resection. 
Each patient was referred to the hospital with the 
diagnosis of Hirschsprung’s disease, and, in general, 
the history was consistent with the diagnosis. One 
infant had a fusiform dilatation of the sigmoid colon 
which made it indistinguishable from megacolon 
characterized by the absence of autonomous gan- 
glion cells. In the second infant the lesion was in 
the proximal transverse colon and was thought to 
represent dilatation proximal to a long segment ex- 
tending from the anus to the midtransverse colon. 
In the young adult the dilatation involved the entire 
sigmoid colon. The patients had many features in 
common, including a history of dietary difficulties, 
onset of symptoms in early neonatal life, chronic 
intestinal obstruction, recurrent episodes of diar- 
rhea, and normal growth and development. There 
were similar findings, such as good general health, 
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abdominal distention, and empty rectal ampulla. 
Palpable fecal masses and flaring of the costal mar- 
gins were present in the 2 infants. 

The 3 resected specimens were dilated in a fusi- 
form manner, somewhat eccentric in 2 cases and 
concentric in 1. The serosal surfaces were smooth, 
and the taeniae were normal. Grossly, the cut sur- 
faces revealed uniform hypertrophy of the muscle 
layer. There were no diverticula, points of weak- 
ness, or defects. Microscopically, there was a normal 
laminar arrangement of the muscle coats in all the 
specimens with mild mucosal and submucosal 
edema and with unbroken surfaces. The serosa was 
normal in each case. No significant changes from 
normal could be demonstrated either in number or 
in distribution of nerve fibers and ganglion ele- 
ments. The neuronal elements in both myenteric 
and submucosal plexuses were numerically com- 
mensurate with the degree of dilatation of the 
intestine, and they were well formed. The preferred 
therapy is segmental resection. It is particularly 
valuable to establish the presence of ganglion cells 
by rapid section before or during the definitive 
operative procedure, because segmental resection 
is less traumatic than coloproctectomy in such pa- 
tients, and it is all that is required to effect a cure. 


NEUROLOGY & PSYCHIATRY 


Cerebral Embolism: The Natural History, Prog- 
nostic Signs, and Effects of Anticoagulation. C. E. 
Wells. A. M. A. Arch. Neurol. & Psychiat. 81:667- 
677 (June) 1959 [Chicago]. 


Sixty-three separate episodes of cerebral embo- 
lism were observed over an 18-year period in 53 
patients admitted to the New York Hospital. There 
were 33 women with 41 episodes and 20 men with 
22 episodes, the patients ranging in age from 3 to 
76 years, with the highest incidence in the 4th and 
5th decades. Thirty-seven (70%) of the patients 
suffered from rheumatic heart disease, and 9 (17%) 
from hypertensive cardiovascular or arteriosclerotic 
heart disease. Two patients had auricular fibrilla- 
tion of unknown origin, 2 had myxomas of the left 
auricle, 1 had Cooley's anemia, 1 had fat emboli, 
and 1 had septic emboli. The episodes occurred in 
25 patients (47%) with the presence of normal sinus 
rhythm. The occurrence of seizures, prolonged loss 
of consciousness, Cheyne-Stokes respiration, or a 
significant increase in the symptoms in the first few 
hours after the onset of cerebral embolism was a 
bad prognostic sign. If paresis did not start to 
diminish within the first 48 hours, the chance for 
recovery was slight. 

A comparison was made between the results in 
these 53 patients, to whom no anticoagulants were 
given, and those obtained in 29 patients who had 
had 34 episodes of cerebral embolism; the latter 
either received anticoagulants at the onset of the 
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episodes or were given them within 48 hours after 
the onset. Except for the administration of anti- 
coagulants, the treatment given to the 2 groups 
was comparable (rest, adequate supportive meas- 
ures, physical therapy, and rehabilitation). There 
were 20 women and 9 men in the treated group, 
with a mean age of 50 years. Twenty-seven of the 
29 patients had rheumatic heart disease. The treat- 
ment of the 13 patients who were already receiving 
anticoagulants because of previous embolic epi- 
sodes consisted of ethyl biscoumacetate (Tromexan) 
or bishydroxycoumarin (Dicumarol). The treatment 
with anticoagulants in the other 16 patients was 
begun within 48 hours after the onset of cerebral 
embolism, and consisted of various anticoagulants 
(heparin given intravenously, intramuscularly, or 
subcutaneously, orally administered ethyl] biscoum- 
acetate, or orally administered bishydroxycou- 
marin), with no one method predominating. 

Among the first group of 53 untreated patients, 
16 died, and among the treated group of 29 pa- 
tients, only 2 died. Thus, the death rate was sig- 
nificantly lower in the treated group than in the 
untreated group. Among the 63 episodes occurring 
in the untreated group, 22 resulted in severe perma- 
nent disability, and among the 34 episodes occur- 
ring in patients receiving anticoagulants, 13 re- 
sulted in severe permanent impairment of function. 
Thus, 38 (60%) of 63 untreated episodes resulted 
either in death or in permanent disability, whereas 
15 (44%) of 34 treated episodes resulted either in 
death or in severe dysfunction. The results, there- 
fore, in the treated group, when compared as to 
both death and disability, were better than those 
in the untreated group. 


Rapid Immunization with Poliomyelitis Vaccine. 
S. Baron, E. V. Barnett, B. L. Burch and others. 
New England J. Med. 260:966-969 (May 7) 1959 
[Boston]. 


The authors compared the effectiveness of mul- 
tiple and single inoculations of 1 cc. of poliomye- 
litis vaccine with that of a single injection of 10 cc. 
of poliomyelitis vaccine in producing rapidly polio- 
myelitis virus neutralizing antibodies in 19 adult 
volunteers and 15 children. Results showed that a 
single dose of 10 cc. of poliomyelitis vaccine re- 
sulted in earlier and higher neutralizing antibody 
levels to poliomyelitis virus than an initial dose of 
1 cc. Previous studies of the effect of 1 cc. of recent 
vaccine did not show protection or antibody forma- 
tion in most of the nonimmune persons. The anti- 
body responses of the children and adults to 
vaccination with a single dose of 10 cc. of the 
vaccine studied suggested that for early protection, 
as would be desirable during or in anticipation of 
epidemics, an amount of antigen represented by this 
single dose would protect most of the nonimmune 
persons since they would rapidly respond with 
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antibody. Because there is inherent variation in 
antigen content of biologicals, it may be anticipated 
that there would be variation in conversion rates 
in proportion to the antigen content (potency) of 
individual vaccines. 

All persons in the study were observed for a 
period of 7 months after receiving the vaccine, and 
no illness attributable to it was noted. There was 
no evidence that the use of large amounts of vac- 
cine produced any renal damage. To achieve rapid 
immunization with poliomyelitis vaccine, these ob- 
servations ‘uggest that increased amounts of anti- 
gen be given in the primary inoculation. Until more 
information becomes available concerning the opti- 
mum amount of antigen required for initial immu- 
nization during epidemics, 10 cc. of current vaccine 
seems to be a reasonable choice for this purpose. 


Benign Endocranial Hypertension Due to Water 
Retention. Clinical, Pathogenic, and Therapeutic 
Aspects. L. Barraquer-Bordas and J. Lépez-Batllor. 
Rev. espaii. oto-neuro-oftal. 18:15-25 (Jan.-Feb.) 
1959 (In Spanish) [Valencia, Spain]. 


The clinical and pathogenic characteristics of a 
particular type of nontumorous endocranial hyper- 
tension caused by disturbances in the water me- 
tabolism are discussed, and the therapeutic possi- 
bilities are indicated. The authors’ 6 subjects in this 
study included 5 women (4 of them in the meno- 
pausal stage) and a 9-year-old boy. All of them 
suffered from headache; in 4, who underwent neu- 
rological examination, there was also papillary 
stasis; and in the 9-year-old boy the manifestations 
were complete with vomiting and paralysis of the 
6th cranial nerve. One case is described in detail, 
that of a 52-year-old woman in whom medical 
treatment aimed at controlling the causal meta- 
bolic disorders had excellent results. 

The authors conclude that neurological symptoms 
and signs in nontumorous endocranial hypertension 
are characteristic, comprising headache, papillary 
edema, vomiting, and paralysis of the 6th cranial 
nerve. This syndrome is found mostly among wom- 
en and has an endocrine aspect in its relationship 
with obesity. Medical therapy should be intensive, 
consisting of a reducing, low-salt diet, dehydration 
by means of diuretics with an acetazolamide basis, 
and prednisone in cases of resistance to the treat- 
ment and whenever hyperaldosteronism is sus- . 
pected. Menopausal disorders respond well to treat- 
ment with androstenediol dipropionate. In nonmen- 
opausal menstrual disorders there should be a period 
of waiting for the effects of the therapy; the men- 
strual cycle should be investigated, and the vaginal 
smear examined. Folliculin or lutein might then be 
indicated. When there is need for sedation, me- 
probamate and Sodium Amytal have been found 
useful. The danger of visual impairment is greater 
in nontumorous than in tumorous endocranial hy- 
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pertension, and surgical decompression may be 
necessary. A surgical intervention, however, does 
not exclude intensive medical therapy. 


The Cholesterol and Cholesterol Ester Content of 
Cerebrospinal Fluid in Patients with Multiple Scle- 
rosis and Other Neurological Diseases. J. B. Green, 
N. Papadopoulos, W. Cevallos and others. J. Neurol. 
Neurosurg. & Psychiat. 22:117-119 (May) 1959 
[London]. 


The cholesterol and cholesterol ester content of 
the cerebrospinal fluid was determined in 6 normal 
individuals, 13 patients with multiple sclerosis, and 
34 patients with other neurological diseases. Cere- 
brospinal fluid was obtained by lumbar puncture 
from most of the 53 patients included in this study. 
In a minority of cases fluid removed during air 
studies was utilized. The diagnosis of each patient 
was established by a thorough history and neuro- 
logical examination, combined with air studies and 
arteriography where indicated. Especially strict 
criteria were applied in the selection of 13 multiple 
sclerosis patients. A history of remission and exacer- 
bation was present in most, and all had evidence of 
dissemination of lesions. The onset of the disease 
in all cases was before the age of 40 years. Included 
in the sample of neurological diseases were 8 pa- 
tients with seizures. While levels of free and esteri- 
fied cholesterol were raised in the cerebrospinal 
fluid of patients with a variety of neurological dis- 
eases, only multiple sclerosis patients were charac- 
terized by a proportion of ester which was over 
60% of the total cholesterol. This finding correlates 
well with previous investigations of demyelinated 
tissue by Cumings. It is concluded that the deter- 
mination of the percentage of esterified cholesterol 
in the cerebrospinal fluid is a promising adjunct in 
the diagnosis of multiple sclerosis. 


GYNECOLOGY & OBSTETRICS 


Antimicrobial Treatment of Tuberculous Salpingitis. 
G. Schaefer. Am. J. Obst. & Gynec. 77:996-1015 
(May) 1959 [St. Louis]. 


Reports in the literature indicate that patients 
with tuberculous salpingitis treated for 3 months or 
less with antimicrobial drugs show histological 
evidence of tuberculosis in the tubes in approxi- 
mately 90% of the cases. The author presents 
clinical and pathological findings in 10 patients 
with tuberculous salpingitis who received long- 
term therapy (10 months to 3 years) with antimi- 
crobial drugs. No evidence of active tuberculosis 
was apparent in those patients on histological sec- 
tion of the excised fallopian tubes, although resid- 
ual evidence of tubal disease was seen. In patients 
with untreated tuberculous salpingitis, various 
stages of activity and healing were present and 
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resembled to some extent the lesions in patients 
treated with short-term chemotherapy. Recurrences 
of tuberculosis of the endometrium were reported 
in 20 to 40% of 387 cases collected from the litera- 
ture, the patients having been treated from 6 weeks 
to 3 months with antituberculous drugs. While such 
a regimen is not considered adequate, there is 
reason to believe that in some instances antimicro- 
bial therapy can bring about histological and bac- 
teriological cure of endometrial tuberculosis. This 
does not imply that the lesions in the tubes are also 
healed, for tuberculosis was still present in the 
fallopian tubes of the patients who were subjected 
to operation. The present trend in the treatment of 
pulmonary tuberculosis is toward long-term therapy 
with antimicrobial agents for periods of 18 to 24 
months or longer. Even with long-term chemother- 
apy it is not always possible to eradicate foci of 
infection, and these have been treated by excision. 


Abruptio Placentae: A Ten-Year Survey. I. Dyer 
and E. V. McCaughey. Am. J. Obst. & Gynec. 
77:1176-1184 (June) 1959 [St. Louis]. 


This report is concerned with the severe types 
of abruptio placentae observed in 214 patients 
admitted to the Tulane obstetric unit at the Charity 
Hospital of Louisiana, in New Orleans, between 
January, 1946, and December, 1955. The ages of 
the patients ranged from 17 to 45 years, with the 
greatest number in the 21-to-30-year group. Thirty- 
three patients were primigravidas, and 181 were 
multigravidas; of the latter, 75 had had 5 or more 
pregnancies. All the patients were indigent, 84% 
of them being Negro. Only half of them had at- 
tended the prenatal clinic. In many instances the 
patients had traveled up to 150 miles to reach the 
hospital and were thus compromised by a serious 
delay of several hours. Many were admitted in 
shock. 

No constant etiological factor was demonstrated. 
Multiparity and poverty were the only impressive 
statistical constants in establishing a common 
ground for the high rate of placental separation 
among these patients. Of 133 patients delivered 
vaginally, 108 demonstrated incomplete placental 
separation, and 25, complete. Cesarean section was 
the method of delivery in 81 patients; of this num- 
ber, section hysterectomy was indicated in 23. 
Fifty per cent of all patients required blood trans- 
fusions, and one-sixth of that group received 2,000 
ml. or more. A clotting defect was severe enough 
to require the administration of fibrinogen to 16 
patients (7.4%). The average amount administered 
was 2.6 Gm. The least dose required to correct the 
clotting defect was 1 Gm., and the maximum 
amount was 11 Gm. 

Since it has been the policy to empty the uterus 
promptly whenever a massive placental separation 
was suspected, and since this could not always be 
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accomplished with facility and expediency from 
below, the abdominai route was frequently utilized. 
The classical Couvelaire uterus was found in 41 
women. Of these, only 17 cases were considered 
severe enough to require hysterectomy. Two uteri 
were removed after vaginal delivery because of 
uncontrollable uterine bleeding due to atony. 
Oxytocics had failed to evoke favorable response. 
Two patients received intra-arterial transfusion, 
and this was probably responsible for their re- 
covery. In each, peripheral vascular collapse 
thwarted all efforts to use the conventional methods 
of blood administration. The commonest compli- 
cations after all deliveries were pyelitis, endometri- 
tis, uterine atony, and pneumonia-atelectasis. There 
were 6 maternal deaths. 

It was learned from this study that, if delivery 
was accomplished in less than 2 hours after recog- 
nition of the separation, the fetal salvage was 50% 
by vaginal delivery and 21% by abdominal delivery. 
If delivery was delayed 2 to 12 hours, the fetal 
salvage by vaginal delivery was 22%, and by cesar- 
ean section, 30%. If the delay was extended from 
12 to 72 hours, the fetal salvage by vaginal delivery 
was 34%, and by cesarean section, none. Thus, the 
over-all picture revealed a fetal salvage of 49% by 
vaginal delivery and only 21% by cesarean section. 


Carcinoma in Situ of the Cervix: A Clinical Review 
of 842 Cases. E. Mussey and E. H. Soule. Am. J. 
Obst. & Gynec. 77:957-972 (May) 1959 [St. Louis]. 


The authors reviewed the records of 842 patients 
with carcinoma in situ of the cervix, in whom the 
diagnosis was made and treatment was carried out 
at the Mayo Clinic between Jan. 1, 1932, and Dec. 
31, 1957. The ages of the patients ranged from 19 to 
79 years. Thirty-three of the 842 women were un- 
married, 728 were married, 42 were divorced, and 
39 were widowed. More than half of the patients 
(529) sought medical advice because of symptoms 
referable to systems other than. the reproductive 
tract. One hundred thirty-three of the 842 patients 
came to the clinic because of suspected or proved 
carcinoma in situ. Histological investigation of the 
cervices of 280 patients was thought advisable, 
either because of the appearance or because of 
unexplained bleeding. Smears positive for cancer 
led to the ultimate diagnosis of carcinoma in situ 
in 363 of the 842 patients. Data indicated that the 
patient’s symptoms and the appearance of the cer- 
vix offered unreliable evidence of the presence of 
a preinvasive malignant lesion. Hysterectomy (vag- 
inal, total abdominal, or Wertheim) was employed 
in 747 patients, but there were also specific indica- 
tions for the therapeutic use of conization or 
radium. 

The authors suggest that the potential curability 
of carcinoma in situ depends on the certain demon- 
stration that the lesion is noninvasive and that it 
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does not extend beyond the vaginal or the cervical 
incision. Follow-up data for at least 2 years were 
available on the majority of the patients in this 
series: 521 patients are presumed to be free of 
cancer; 295 were well 5 years or more later; 34 have 
died of an unrelated disease. Six patients are known 
to have had subsequent carcinoma of the vaginal 
vault, and one of these has died. One patient died 
in the immediate postoperative period. 


The Heterologous Transfer of Cervical Carcinoma 
With Certain Histologic Observations. W. Kiek- 
hofer and B. M. Peckham. Am. J. Obst. & Gynec. 
77:1228-1239 (June) 1959 [St. Louis]. 


The authors evaluated the tumor heterograft as a 
technique for testing cancer viability after radiation 
therapy. The cervical neoplasms for transplantation 
study were obtained from 45 patients admitted 
for initial therapy during 1957. With 2 exceptions 
all tumors were squamous-cell carcinomas. Of the 
45 tumors, 41 were capable of transplantation to 
rat hosts either before or after treatment with 
radiogold (Au'**) or radiocobalt (Co*’). The chief 
problem encountered was that of local or wide- 
spread abscess formation in the rat host. Cortisone 
alone, given in large doses, resulted in almost com- 
plete suppression of weight gain, and the cumu- 
lative effect of cortisone and infection resulted in 
a mortality of about 20% among the experimental 
animals. Twenty-two tumors were successfully 
transplanted before low-dosage therapy with Au'™ 
was given. Of these, 13 grew in the rat after this 
therapy. After initial treatment with Co*’, only 2 
of the 15 originally transplantable tumors could 
be grown. 

This decrease in transplantability suggests an 
inverse relationship between transplantability and 
tumor dosage. The high transplantability rate of 
primary tumor tissues from cervical carcinoma is of 
interest, but perhaps even more significant is the 
fact that not all tumors grew equally well. A few 
grew extremely rapidly with the nodules increasing 
to a size of over 1 cm. in 2 weeks, while others, 
seemingly of similar clinical and histological ma- 
lignancy, grew well but much more slowly. The fact 
that metastatic cervical carcinoma in pelvic lymph 
nodes is capable of heterotransplant after prelimi- 
nary radiation is a strong indication of viability. 

The parametrial and internodal tissues from 12 
patients, treated by radical hysterectomy and node 
dissection after radiotherapy with Au’’* and Co“ 
was given, were free of tumor. The primary tumor 
could still be identified in 7 of the 12 patients and 
appeared healthy in at least some areas in all. Radi- 
ation effect of some degree was seen in 5 of the 7 
specimens. No tumor tissue was found in the im- 
mediately adjacent parametrial areas in any of the 
specimens. Three of the 7 patients had nodal metas- 
tases; therefore, at least in these 3 patients, it 
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seems probable that tumor tissue had involved or 
had traversed these parametrial areas prior to treat- 
ment. 


Paroxysmal Tachycardia in Utero. P. Miiller-Schmid. 
Geburtsh. u. Frauenh. 19:401-407 (May) 1959 (In 
German) [Stuttgart, Germany]. 


The author discusses the graphic and acoustic 
registration of the heart sounds of the fetus in utero 
and defines the frequency range characteristic of 
paroxysmal tachycardia. About 200 cases of paroxys- 
mal tachycardia have been reported in infants, but 
only 13 cases of intrauterine paroxysmal tachy- 
cardia have been described. The earliest onset was 
during the 6th month of gestation, and in most of 
the cases the paroxysmal tachycardia did not begin 
until the 8th month. The heart action ranged in 
frequency between 190 and 312. In 4 of the cases 
the tachycardia was of supraventricular and in 8 
of auricular type. The etiology remained obscure 
in all 13 cases. Six of the 13 infants were cyanotic 
at birth and required oxygen; all recovered. All had 
a high birth weight and could not be regarded as 
premature. Delivery was spontaneous in only 5 of 
11 cases, in which the author had access to the 
original reports. At least 2 of the 3 cesarean sections 
were carried out in the belief that the tachycardia 
was indicative of intrauterine asphyxia. 

Some investigators have emphasized that intra- 
uterine tachycardia presents no danger for the 
fetus, and should not induce the obstetrician to 
hasten the delivery; it is less dangerous to await 
spontaneous delivery. This argument was what in- 
duced the author to present his observations on a 
14th case of intrauterine tachycardia. This case dif- 
fered from the 13 previously reported ones in that 
the tachycardia disappeared 30 minutes before de- 
livery. It is also the only case of intrauterine 
paroxysmal tachycardia in which the tachycardial 
frequency was registered graphically and on a 
sound track. 


Methods for Early Diagnosis of Cancer in 230 
Patients with Carcinoma of the Uterine Cervix. 
K. Brand] and E. Kofler. Geburtsh. u. Frauenh. 
19:415-420 (May) 1959 (In German) [Stuttgart, 
Germany]. 


The authors evaluate colposcopy, Papanicolaou’s 
cytological method, and colpomicroscopy, which 
they used in addition to speculum examination in 
230 patients with carcinoma of the uterine cervix. 
The diagnosis was later confirmed by histological 
examination in all patients. There were 74 patients 
with preinvasive carcinoma (group 0), 128 with 
stage 1 carcinoma, and 28 with stage 2 carcinoma. 
In 55 of the 230 patients the gross appearance ot 
the cervix was normal, but colposcopy together 
with cytological examination and colpomicroscopy 
revealed preinvasive carcinoma in 34 and stage 1 
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carcinoma in 21 patients. There was no appreciable 
difference between the 3 techniques as regards the 
percentage of false-negative diagnoses, but doubt- 
ful results were considerably more frequent with 
colposcopy than with either the colpomicroscopic 
or the cytological technique. In view of the fact that 
false-negative errors are apt to occur with each of 
the 3 diagnostic methods, they should preferably 
be used in combination if the presence of carcinoma 
is to be reliably excluded. 


Reversible Hypercalcemia in Masculinizing Hyper- 
nephroid Tumor of the Ovary: Report of a Case. 
J. Abouav, S. B. Berkowitz and F. O. Kolb. New 
England J. Med. 260:1057-1062 (May 21) 1959 
[Boston]. 


Hypercalcemia has been recognized as an im- 
portant complication in patients with neoplastic 
disease, particularly in those with metastases to 
bone. It has been reported also in carcinoma of the 
lung, kidney, or ovary without any evidence of 
metastases to the bones. In these cases, it was re- 
versed with the removal of the primary tumor. The 
authors present the history of a 46-year-old woman, 
in whom hypercalcemia and hypophosphatemia 
were associated with a localized masculinizing 
tumor of the ovary. She had received irradiation 
therapy for grade 2 or grade 3 squamous-cell car- 
cinoma of the cervix in 1952; annual follow-up 
pelvic and rectal examinations up to 1956 failed to 
show any pelvic masses. In June, 1957, she com- 
plained of dizziness, nausea, vomiting, polyuria, 
polydipsia, and marked constipation, all of about 
2 months’ duration. She also complained of weak- 
ness, lassitude, and “aching bones” of the shoulder 
girdle, pelvis, and spine. She had lost 20.9 kg. (46 
lb.) within a period of 5 months. 

A normal excretion of steroids in the presence of 
virilism favored an ovarian, rather than an adrenal, 
tumor in this patient. It was, therefore, decided to 
perform an exploratory laparotomy to determine 
the status of the ovaries and the cervix. A large 
well-encapsulated tumor, about 10 cm. in diameter, 
was discovered on the left ovary; the tumor con- 
tained multilocular cysts. The uterus and right 
ovary were atrophic. There was no gross evidence 
of recurrence of the cervical carcinoma. A total 
hysterectomy and bilateral salpingo-oophorectomy 
were performed. On pathological examination, the 
diagnosis was hypernephroid tumor of the ovary. 
The postoperative course was uneventful. Tests of 
blood and urine demonstrated a rapid return of 
calcium and phosphorus to normal. During the 18 
months after the operation the patient’s symptoms 
disappeared. Hirsutism decreased, and shaving was 
necessary only every 3 days instead of about daily 
as before. 

The characteristic features of hypercalcemia as- 
sociated with a masculinizing ovarian tumor are 
hypercalcemia, with hypercalciuria, and hypophos- 
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phatemia, with hypopbosphaturia. Hypophospha- 
turia and normal tubular reabsorption of phos- 
phorus make possible the differentiation of this 
ovarian tumor from a primary parathyroid tumor 
and prevent unnecessary exploration of the neck. 
Hypercalcemia and its inherent dangers must be 
looked for in all types of malignant neoplasm, espe- 
cially in the preoperative period. The case pre- 
sented demonstrates the reversibility of hypercal- 
cemia by removal of the tumor. 


Amniotic Fluid Embolism. A. Barno and D. W. 
Freeman. Am. J. Obst. & Gynec. 77:1199-1210 
(June) 1959 [St. Louis]. 


Amniotic fluid embolism is a rare disease but one 
of the most catastrophic situations encountered in 
obstetrics. The authors present an analysis of 15 
cases of amniotic fluid embolism from the Minne- 
sota Maternal Mortality Study, with a discussion of 
some of the clinical, physiological, and pathological 
aspects of this disease. The incidence was one per 
37,323 live births. The commonest of predisposing 
factors were the tumultuous labor or exceptionally 
strong uterine contractions noted in 14 of the 15 
patients. One patient had no labor because she was 
delivered by elective cesarean section. Of the 14 
patients with tetanic or exceptionally strong con- 
tractions, 7 had received pituitary extract during 
labor. The authors emphasize that the use of pitui- 
tary extract contributed to the production of amni- 
otic fluid embolism through the medium of vigorous 
labor. The careless use of this drug should be 
implicated in the etiology of this disease. The mem- 
branes had ruptured prior to the onset of the 
symptoms in 14 of the 15 patients (8 spontaneously 
and 6 artificially, including 1 at the time of cesarean 
section). Four of the 15 patients manifested inco- 
agulability of the blood, the mechanism of which 
is unknown. The disease is almost always fatal. 
Death in all 15 patients occurred between 30 min- 
utes to 9 hours after onset of symptoms. Ten fetuses 
were delivered living and are well. ‘ 

It is not possible to establish an undisputable 
diagnosis in cases of amniotic fluid embolism except 
at autopsy. Rapid action is necessary in order to 
save the patient. Oxygen therapy is indicated. Mor- 
phine is the best drug for the restlessness and 
should be given even in the presence of cyanosis 
and shock. Intravenous injections of papaverine 
and atropine are indicated to block off vagal effects 
and relieve spasm of the blood vessels and bron- 
chial tree. Epinephr‘ne is probably contraindicated 
because of its constrictive effect on arterioles al- 
ready partially constricted. The withholding of 
intravenously administered fluids and blood in the 
presence of acute pulmonary edema is very impor- 
tant. In cases of incoagulability of the blood, 
fibrinogen and fresh whole blood are indicated. A 
minimum of 4 Gm. is necessary, but possibly 3 
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times that amount mitht be required before normal 
clotting and hemostasis are restored. As an aid in 
the diagnosis of sublethal cases, it might be useful 
to perform cardiac catheterization to obtain blood 
from the right heart, which could then be examined. 


Leiomyosarcoma of the Uterus. L. A. Aaro and 
M. B. Dockerty. Am. J. Obst. & Gynec. 77:1187-1198 
(June) 1959 [St. Louis]. 


The authors report on clinicopathological find- 
ings and follow-up data for 53 patients with leio- 
myosarcoma of the uterus, who were observed at 
the Mayo Clinic between 1935 and 1950. The ages 
of the patients at the time of diagnosis of the leio- 
myosarcomas ranged from 30 to 74 years. Twenty- 
six patients were premenopausal, and 27 were 
postmenopausal. Of 45 married patients, 12 were 
nulliparous. Nine of the 53 patients gave a history 
of previous radium or roentgen-ray therapy to the 
pelvic organs, presumably for benign disease. The 
clinical features in those patients were not diag- 
nostic but rather suggested other commoner pelvic 
neoplasms. The presence of mitotic activity was 
considered the most significant factor in deciding 
that the tumor was malignant, and the degree of 
such mitotic activity was employed as the principal 
factor in grading the lesions. Of the 53 leiomyo- 
sarcomas, 9 were designated as grade 1, 16 as grade 
2, 12 as grade 3, and 16 as grade 4. 

Total abdominal hysterectomy and bilateral sal- 
pingo-oophorectomy were performed on the great 
majority of 41 patients, who received all their pri- 
mary definitive treatment at the Mayo Clinic. Five 
patients, who were primarily treated elsewhere, 
obtained modified treatment at the Mayo Clinic, 
and 7 patients, who had also been treated else- 
where, had such far-advanced sarcomatosis that 
they received no further therapy at the clinic. Fifty 
of the 53 patients have been followed up for 5 years 
after treatment. Of 25 patients with low-grade 
lesions, 15 were living 5 years later, and of 28 pa- 
tients with high-grade lesions, only 5 were living 
after 5 years. The relationship between the site of 
origin of the lesion within the uterus and the re- 
sults of treatment did not appear to be significant. 
Of 31 patients with lesions apparently limited to 
the uterus, 18 were living 5 years later. Only 1 of 
21 patients who were known to have extension of 
the tumor beyond the limits of the uterus lived 5 
years or more. 

Although nearly 10% of the patients had prior 
irradiation when they were theoretically free of 
malignant disease, no definite relationship between 
the previous irradiation and the production of a 
utering sarcoma could be established. Palliative 
resection for uterine leiomyosarcoma was of no 
value and may have been detrimental in some in- 
stances. Irradiation therapy in this series has been 
of little or no value in the treatment of leiomyosar- 
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coma of the uterus. It thus seems that the grade 
and the extent of the leiomyosarcoma are the most 
significant prognostic factors. The authors em- 
phasize that prognosis is good only when the leio- 
myosarcoma is limited to the uterus, where it can 
be completely removed surgically. 


Epithelial Changes Preceding Spinal-Cell Carci- 
noma of the Cervix Uteri. J. D. Woodruff and R. F. 
Mattingly. Am. J. Obst. & Gynec. 77:977-989 (May) 
1959 [St. Louis]. 


The authors attempted to determine whether 
well-differentiated epidermoid carcinoma is not 
often preceded by anaplastic changes in the spinal- 
cell layer. The 7 cases presented are felt to 
strengthen the evidence that overactivity in the 
epithelium does not always follow the usual lines, 
but seems to demonstrate anaplastic activity in the 
most superficial zones. The 3 most striking reatures 
of the epithelial changes in this group of cases, 
characterized as spinal-cell hyperactivity of intra- 
epithelial spinal-cell carcinoma, are as follows: 
1. Squamous-cell papilloma with hyperactivity evi- 
denced by hyperkeratosis, acanthosis, papilloma- 
tosis, and individual cell changes, such as nuclear 
clumping, vacuolation of abnormal nuclei, and en- 
larged cells with bizarre nuclei. 2. Tendency to 
intraepithelial keratinization or pearl formation. 
There are usually elongated rete pegs with the 
keratinizing layer extending down into the pegs or 
individual pearls appearing well beneath the sur- 
face layer. Such changes are, of course, seen in most 
striking form in invasive spinal-cell carcinoma. 
3. Proliferation of the stratified epithelium with 
hyperactivity seen in all zones. This demonstrates 
in all layers intraepithelial anaplasia by individual 
cell changes, such as mitosis and variations in size, 
shape, and staining qualities of the nuclei. 

The authors emphasize that certain pitfalls must 
be recognized. Tangential cutting can produce the 
appearance of pearl development in the epithelium. 
Extensive epidermization is a common finding in 
the endocervix and again may lead to the false 
impression of overactivity. Degenerative changes 
due to infection and x-ray therapy produce remark- 
able alterations in nuclei, and these may simulate 
the clumping of nuclear chromatin material re- 
sembling that seen in overactivity of the spinal cells. 
These changes obviously demand further study to 
prove their true nature. 


PEDIATRICS 


The Cirrhoses of the Nursling and the Child. P. 
Monnet and A. Saint-Pierre. Pédiatrie 14:227-247 
(no. 3) 1959 (In French) [Lyons, France]. 
Cirrhosis is a comparatively rare condition in 
infants and children, except in certain regions (the 
Tyrol, the Indies, and various tropical countries). 


J.A.M.A., Sept. 19, 1959 


Clinical examination reveals the usual syndrome of 
portal hypertension, jaundice, and hepatic insuff- 
ciency with their biological evidences. A few pecu- 
liarities, however, deserve attention. The early 
symptoms—anorexia and digestive disturbances— 
are not always noticed in children, unless they are 
preceded by frank icterus; consequently, the con- 
dition is often in an advanced stage when it is 
revealed by some objective finding, such as hemor- 
rhage, an enlarged abdomen, or retardation in 
development. Examination will disclose a hard liver, 
hypertrophied or atrophied, sometimes accompa- 
nied by enlargement of the spleen or by ascites. 
Jaundice is often conspicuous, and pruritus is pres- 
ent. The hemorrhagic syndrome may include pur- 
pura. Hypoglycemia is frequently found. Clubbed 
fingers and genuine hepatic dwarfism may also 
accompany the condition in severe cases. 

The particular anatomohistological, physiopatho- 
genic, and semiologic characteristics found in indi- 
vidual cases of the disease depend on whether it is 
caused by a toxic agent, an infection, a deficiency, 
cardiac or vascular disorders, biliary obstruction, or 
a hereditary constitutional defect. The toxic agents 
principally responsible for cirrhosis in children are 
alcoholic beverages, infusions of herbs injurious to 
the liver, and flour contaminated by various species 
of Senecio. Chief among the cirrhoses of infectious 
origin are those due to the virus of infectious hepa- 
titis or serum hepatitis. Cases of cirrhosis following 
neonatal hepatitis possibly due to a viral infection 
have also been reported. 

The principal form of cirrhosis due to a dietary 
deficiency is undoubtedly kwashiorkor, which is 
found in all tropical countries. Widespread general 
malnutrition, such as that seen in times of famine, 
even in Europe, may also lead to edematous nutri- 
tional dystrophy and, later, typical cirrhosis. Cir- 
rhosis of cardiac origin is rare in children, occurring 
chiefly in those with pericardial symphysis; heart 
disease, congenital or rheumatic, characterized by 
repeated attacks of heart failure; and veno-occlusive 
disease of the liver. Biliary obstruction leading to 
cirrhosis may be the result of obliterative malforma- 
tions of the biliary passages, perinatal hemolytic 
disease, or fibrocystic disease of the pancreas, 
which, because of its generalization, might better 
be called fibrocystic disease of the glandular paren- 
chyma. The clinical manifestations of this condition 
are more especially those of the syndrome of 
splenomegaly and gastrointestinal hemorrhages due 
to portal hypertension. Cirrhosis due to this cause 
should not be confused with the cirrhosis of the 
same type occasionally seen as a result of poly- 
cystic disease of the liver. The group of constitu- 
tional hereditary cirrhoses includes not only the 
form associated with familial angiomatosis, but also 
those attributable to an enzymatic deficiency, of 
which galactosemia is the most important, or to a 
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disturbance in iron or copper metabolism, i. e., 
hemochromatosis, in which the cirrhosis does not 
appear until after childhood, or Wilson’s disease, 
which is a fairly frequent cause of idiopathic cir- 
rhosis in children and young adults. 


Hypoglycemia Complicating Treatment of Phenyl- 
ketonuria with a Phenylalanine-Deficient Diet: 
Report of Two Cases. P. R. Dodge, E. L. Mancall, 
J. D. Crawford and others. New England J. Med. 
260:1104-1111 (May 28) 1959 [Boston]. 


The principal clinical feature of phenylpyruvic 
oligophrenia or phenylketonuria is progressive men- 
tal deterioration. The essential biochemical abnor- 
mality appears to be a deficiency of the enzyme 
phenylalanine hydroxylase, which converts pheny)- 
alanine to tyrosine. As a result of this enzy- 
matic lack, phenylalanine accumulates in excessive 
amounts in the blood, and large amounts of this 
amino acid and its derivatives, phenylpyruvic, phen- 
ylactic, and phenylacetic acids, are excreted in the 
urine. The presence of these phenylketone bodies 
is readily demonstrable by the addition of 10% 
ferric chloride to acidified urine; a green-blue color 
change characterizes the reaction. Interest in phen- 
ylketonuria increased, when it was demonstrated 
that the phenylalanine level in the blood and the 
phenylpyruvic acid content of the urine can be 
reduced if the dietary intake of phenylalanine is 
restricted. Preliminary reports on such a diet sug- 
gested that it may reverse certain of the clinical 
signs of the disease in young children and possibly 
prevent their development in infants with the 
metabolic defect in whom such clinical signs are 
destined to develop. 

The authors describe their experience with phen- 
ylketonuria and its control by dietary measures. 
Their observations were limited to a few patients, 
and the clinical results have been difficult to evalu- 
ate. In 2 of these cases an unexpected complication 
of hypoglycemia, with seizure and coma, devel- 
oped. The first patient’s development was retarded 
from early infancy. When 3 years old, his develop- 
mental age, as assessed by the Cattell scale, was 16 
months; an electroencephalogram was abnormal. 
He was placed on a diet low in phenylalanine, and 
4 days later the urinary phenylpyruvic acid had 
fallen. However, he appeared to find the diet un- 
pilatable, and ate only an estimated 20% of the 
prescribed diet. To this, large amounts of “orange 
pop” and an occasional cookie and sips of milk 
were added. He refused a fat emulsion that was 
prescribed as a supplement. About 2 months later 
the patient awakened in the morning drowsy and 
listless. He ate no breakfast and in midmorning was 
discovered unresponsive and convulsive. Shortly 
thereafter he was admitted to the hospital, where 
the seizures were controlled by barbiturates and 
paraldehyde. When the blood sugar was found to 
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be 33 mg. per 100 cc., dextrose was given intra- 
venously and by gastric tube, but the patient re- 
mained unresponsive and died. At autopsy the 
neuropathological changes were all consistent with 
the diagnosis of hypoglycemic encephalopathy, but 
there were no structural alterations to which the 
phenylketonuria could be attributed. 

The second patient survived after the initial 
hypoglycemic episode, and the carbohydrate metab- 
olism could be appraised. Biochemical studies 
failed to disclose deviations from normal carbo- 
hydrate metabolism. The authors suggest that in 
these 2 children hypoglycemia resulted from an 
excessive period of fasting superimposed upon a 
state of chronic malnutrition. The nutritional de- 
ficiency seemed to be due more to a simple refusal 
to take calorically adequate amounts of an un- 
palatable diet than to any intrinsic inadequacy of 
the prescribed regimen or to any unusual disturb- 
ance of the metabolism of carbohydrate related to 
the phenylpyruvic oligophrenia. Hypoglycemia may 
be considered as a complication of the treatment. 
The authors cite another case which indicates that 
hypoglycemia is not an inevitable accompaniment 
of hypoproteinemia and malnutrition in phenyl- 
ketonuric children who refuse the special diet. 


Endocarditis Lenta in Infants and Children. M. R. 
H. Stoppelman and H. A. P. Hartog. Nederl. 
tijdschr. geneesk. 103:834-837 (April 18) 1959 (In 
Dutch) [Amsterdam]. 


The authors cite literature reports that indicate 
a low incidence of endocarditis lenta in infants and 
children. This relative rarity is one of the reasons 
why the diagnosis is usually made rather late. An- 
other reason for the delayed diagnosis is that many 
of the symptoms of endocarditis lenta in children 
are the same as those of congenital heart lesions 
without complications. The authors present obser- 
vations on 12 children with endocarditis lenta who 
were observed at the children’s clinic of the Uni- 
versity of Amsterdam. Two of these children had 
acquired, and 10 had congenital heart lesions, 4 of 
the latter having a ventricular septal defect. It was 
suggested by Gold in 1953 that ventricular septal 
defects predispose to endocarditis lenta. Tetralogy 
of Fallot is another congenital heart lesion fre- 
quently associated with bacterial endocarditis. Two 
of the 12 children presented had this combination 
of lesions; both ofthese children were subjected 
to the Potts operation. There were 2 deaths among 
the 9 children with endocarditis lenta, who were 
treated with antibiotics, chiefly with penicillin, 
sometimes combined with streptomycin. All 3 chil- 
dren not treated with antibiotics died. 

The prognosis varies somewhat depending on 
the micro-organism that causes the endocarditis. In 
subacute bacterial endocarditis caused by staphy- 
lococci, the mortality is still high. For these pa- 
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tients treatment with a combination of antibiotics reexamination to be in good health. It is suggested 


is recommended. This is illustrated by observations that steroid treatment should be withheld until the 
on 4 of the 12 patients, whose histories are pre- diagnostic decision can clearly be made. Steroid 
sented in detail. therapy is certainly unwarranted in acute glomeru- 

lonephritis, and there is no evidence to show that 
The Nature of Scarlatinal Arthritis. M. A. Crea and postponement of administration of hormones for 1 
E. A. Mortimer Jr. Pediatrics 23:879-884 (May) 1959 or 2 weeks will affect the course of the disease in 
[Springfield, IIl.]. the nephrotic syndrome. 


In order to determine the relationship of scarla- it : ; 
E Leukemia in Twins: Four Personal Observations 


ul arts sheumate Fever, 18 pate Review of the Literature 
ever were interviewed and examined after a lapse 1959 (In German) [Basel, Switzerland] 
of 1 to 20 years to establish the incidence of sub- ; ; pe ak reel 
sequent rheumatic symptoms. Two patients experi- The authors report on 4 pairs of twins with 
enced definite pancarditis during the original leukemia in one or both offspring, who were ob- 
illness, and the course of the arthritis in 2 other served at the pediatric clinic of the University in 
patients was highly suggestive of rheumatic fever. Zurich, Switzerland. In 2 pairs both twins were 
Subsequent stigmata of rheumatic fever appeared girls, and in the other 2 pairs both were boys. All 
in 6 additional patients. Thus, the episode of scarla- of the females and 2 of the males were monozygotic 
tinal arthritis probably represented rheumatic fever twins, and 2 males were dizygotic twins. Leukemia 
in 8 instances, and possibly in 2 more. This indicates occurred simultaneously and took the same course 
that arthritis occurring early in the course of scarlet in one pair of female twins, but it occurred in only 
fever should be considered as a manifestation of one offspring of the other 3 pairs of twins. The 
rheumatic fever and that patients with scarlatinal acute paraleukoblastic type of leukemia was ob- 
arthritis should receive prophylactic treatment served in all the patients with the exception of the 
against streptococcic infections and should be fol- dizygotic male who died of acute paragranulocytic 
lowed by the physician for further evidences of leukemia. Of the pair of female twins, both of 
rheumatic fever. whom had leukemia, both died in the second year 
of life at an interval of 2’ months. Of the pair of 
Acute Glomerulonephritis With the Nephrotic Syn- female twins, in whom leukemia occurred in only 
drome. S. G. Wilson and W. Heymann. Pediatrics one, both remained alive; the patient was still in 
23:874-878 (May) 1959 [Springfield, Il.]. remission, and the blood picture and the aspect of 
; ‘ . the bone marrow in the healthy sister were normal 
The authors present the history oS chi aren with 9 months after the onset of nd od in the other 
acute glomerulonephritis associated with a mild offspring. Of the pair of monozygotic male twins, 
and transient nephrotic syndrome, who were seen the patient with leukemia died at the age of 3 


at the Babies’ and Children’s Hospital, Cleveland, 


between 1948 and 1957. The 5 patients had in the years, while the twin brother was alive and hemato- 


logically healthy at the age of 30 years. 


early stages of the disease the 4 symptoms of the j ; 3 : 
d i A review of the literature on leukemia occurring 
nephrotic syndrome, namely, e arke 

I in twins showed that the occurrence of the disease 


teinuria, hypoproteinemia with hypoalbuminemia, 
and hyperlipemia, a s presented the charac- 7 
oe I : than could be expected by chance. This increased 


teristic features of the syndrome. These symptoms ct ; : 

; wey’ dap incidence may be explained by a hereditary pre- 
were noted in each case for not longer than 3 to 10 “bene ‘ mp 
disposition or by exogenous factors. For a reliable 

ephrosis was serious sidered. cal 

a findi th cases of leukemia occurring in twins should be 
published, and not only those which are considered 
children had acute glomerulonephritis, especially . 
as there was rapid clearing of edema and of the 


as “interesting.” 


une Estimation of Severity of the Nephrotic Syndrome 
in Childhood as a Guide to Therapy and Prognosis. 


test, the had W. W. McCrory, M. Rapoport and D. S. Fleisher. 
middle ear at the time of admission. Two of the 


streptococcic cultures were identified as type 12. The degree of clinical and biochemical improve- 
The antistreptolysin “O” titer was elevated in 4 ment observed in 20 children with the nephrotic 
children. syndrome, who received a similar course of adreno- 

All 5 children have been followed for from 5 cortical steroid therapy, has been correlated with 
months to 5 years since the onset of illness without the severity of the existing renal glomerular dam- 


the occurrence of relapses. They were found on age. It appears that the clinical response of children 
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with nephrosis to hormone therapy and their be- 
havior shortly thereafter can provide the physician 
with information of prognostic value at an earlier 
period in the course of the disease than has been 
possible heretofore. This was especially true in the 
case of patients destined to have a favorable out- 
come. The immediate and long-term therapeutic 
benefits obtained in another group of patients with 
nephrosis, who received sufficient adrenocortical 
hormone therapy to induce and maintain maximal 
improvement in all measurable abnormalities, were 
superior to the results obtained by therapy aimed 
only at control of edema. 


Additional Cases of Cooley’s Anemia. M. Carbonell 
Juanico and R. Roca de Vifials. Rev. espaii. pediat. 
15:189-193 (March-April) 1959 (In Spanish) [Sara- 
gossa, Spain]. 


Two cases of thalassemia (Cooley’s anemia) in 
infants, 7 and 9 months old, respectively, were ob- 
served by the authors in the department of pueri- 
culture of the Provincial Maternity Hospital in 
Barcelona, Spain; one case occurred in 1953 and 
the other in 1958. The first patient was in normal 
health up to the age of 2 months, after which he 
became very pale, did not gain any weight, and 
developed marked hepatosplenomegaly. The pa- 
tient had no bone lesions, but examination of his 
blood and that of his parents showed thalassemia 
major in the infant and thalassemia minor in the 
parents. This patient is still living at the age of 6 
years, but he needs blood transfusions at intervals 
of 2 to 4 weeks. A splenectomy did not have any 
effect on the course of the disease. The second 
patient was in normal health up to the age of 5 
months, after which he presented the same symp- 
toms as those observed in the first patient, including 
underweight. This infant, however, did not have 
Mongoloid features or lesions of the bones, and 
radioscopy of the chest was normal. Only on exam- 
ination of the blood of the patient and his family 
was thalassemia major found in the infant, thalas- 
semia minor in a 3-year-old brother, and thalassemia 
minima (latent) in both parents. The authors con- 
clude that Cooley’s anemia is due to a severe re- 
cessive abnormality of the germ plasm. In the 2 
cases reported, the parents and their ancestors were 
natives of Minorca. 


DERMATOLOGY 


Dehydration Therapy in Dermatoses. J. Meyer. 
Presse méd. 67:722-724 (April 11) 1959 (In French) 
[Paris]. 


Patients with dermatoses involving edematous 
infiltrations of the skin at the level of, or around, 
the eruption should be subjected to dehydration 
therapy. Apart from the cortisone derivatives, the 


MEDICAL LITERATURE ABSTRACTS 


199/359 


use of which is more and more restricted, the phy- 
sicians have at their disposal dietary methods, such 
as limited fluid intake, a more or less modified 
Kempner diet, and a salt-free simple diet. Mercurial 
diuretics or the slower acting but more manageable 
acetazolamide should be given in association with 
the diet. This combination produces within 2 to 4 
days dehydration, principally by way of diuresis, 
but increased perspiration may contribute to the 
result. The loss of weight is generally around 2 kg. 
(4% Ib.), but it may reach 4 or 5 kg. (9 to 11 Ib.). 
The type of dermatosis indicating dehydration 
therapy is primarily eczema and related skin dis- 
eases, such as erythroderma, and edematous vesic- 
ular dermatitis of local or allergic origin. The 
patients with these dermatoses present hypopro- 
teinemia associated with chloride and sodium re- 
tention, changes in the electrolytes, and changes in 
the capillary and dermal permeability leading to 
the formation of edema (the part played by the 
hypersecretion of aldosterone is unknown). The 
disappearance of edema may be the first sign of a 
rapid cure. An evident improvement usually occurs 
in most patients, but total cure is slow. Some pa- 
tients in whom an evident dehydration has no effect 
on the pruritus recover when they regain their 
previous weight. Others again are refractory to 
dehydration. 

Among other skin diseases, pruriginous psoriasis 
responds to this therapy, which should be given for 
a prolonged time in intermittent courses. Some 
cases of urticaria, Quincke’s edema, and Diihring’s 
disease with localized bullous eruption can be im- 
proved. Dermatitis of the legs of patients with vari- 
coses and ulcer of the legs associated with edema 
are also among the principal indications for this 
therapy. The author reports on 28 patients in whom 
dehydration therapy was carried out. Treatment 
brought about a rapid cure in 10; improvement was 
obtained, but other treatments were necessary in 
14; dehydration was ineffective in 2; and immediate 
rehydration occurred in 2. Generally, the success 
obtained by dehydration therapy, even if tem- 
porary, permits the use of energetic topical meas- 
ures which would not have been tolerated before 
dehydration. 


Treatment of Acne Vulgaris: Adjunctive Use of 
Gamma Globulin in Severe Cases. R. L. Sutton, Jr. 
and N. D. Asel. South. M. J. 52:515-522 (May) 1959 
[Birmingham, Ala.]. 


The authors describe a trial of the use of gamma 
globulin in an attempt to control the more severe 
forms of acne. Of 22 patients with extremely severe 
acne (4 women and 18 men), their ages ranging 
from 12 to 26 years, 19 received, in addition to the 
“standard” therapy, gamma globulin [poliomyelitis 
immune globulin (human)]. Clinical experience 
made a comparison between this group of patients 
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and another group of patients whose treatment did 
not include gamma globulin possible. The average 
number of months of treatment per patient was 
13.6. The standard therapy comprised 6 classes of 
therapeutic measures which were applied concur- 
rently in all the patients of this series: (1) evacua- 
tion of the lesions; (2) diet; (3) hormones; (4) x-ray 
therapy; (5) topical medication; and (6) miscellane- 
ous efforts to improve the patient's health, such as 
treatment of anemia, if present, and removal of foci 
of infection. Gamma globulin was given in a dose 
of 2 cc. intramuscularly, with an interval between 
injections of 2 weeks in one case, one week in most 
of the other cases, and semiweekly in some cases. 

The over-all results of treatment in the 22 pa- 
tients were assessed as good in 10, fair in 4, and 
poor in 8 patients. The beneficial effects of gamma 
globulin in 19 of these 22 patients were classed as 
“much” in 7 patients, as “some” in 6, and as “none” 
in 6. Treatment with gamma globulin appeared to 
be worthwhile in extremely severe cases of acne. 
The mechanism of the sometimes beneficial influ- 
ence of gamma globulin in patients with acne needs 
to be investigated. The results of such investigations 
may bring to light better ways of treatment con- 
cerning patients whose medical care is, on the 
whole, problematic and unsatisfactory. 


Action of 9 Alpha-Fluoro-!6 Alpha Methylpredni- 
solone or Dexamethasone in the Treatment of 
Certain Skin Diseases: Consideration of Various 
Cortisone Derivatives. P. Cerutti. Minerva med. 
50:917-920 (March 31) 1959 (In Italian) [Turin, 
Italy]. 


Dexamethasone (9alpha-fluoro-16alpha-methyl- 
prednisolone) was administered for several weeks, 
in daily doses varying from 1 to 5 mg., to 17 pa- 
tients with skin diseases. The concomitant topical 
medication was reduced to a minimum. Of 7 pa- 
tients with psoriasis, almost complete healing of 
the skin lesions was obtained in 2; good results, 
which rendered possible a subsequent surgical op- 
eration and complete remission of the lesions, were 
obtained in 3; and fair results, being only an aid to 
the topical medication, were obtained in 2. An 
initial high dosage of dexamethasone, given to an 
11-year-old boy, who had had for several years 
generalized pustular psoriasis, brought about a 
rapid and marked remission of symptoms. The dis- 
ease, however, recurred, and although it was con- 
tained, the patient’s condition was not improved by 
further treatment with either dexamethasone or 
other cortisone compounds. 

Complete remission of symptoms was obtained 
within a few weeks with daily doses of up to 3 mg. 
of dexamethasone in 3 patients with allergic epi- 
dermitis. Improvement of the skin symptoms was 
obtained in 2 patients with chronic lupus erythema- 
tosus, in one of whom the disease was associated 
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with psoriasis. An initial high dosage, followed by a 
long-term low maintenance dosage of the drug, was 
required for the treatment of the patients with 
lupus erythematosus in order to prevent the recur- 
rence of the disease. One patient with pemphigus 
vulgaris did not respond to the treatment. Com- 
plete remission of the symptoms was observed in 
one patient with pemphigus vegetans by adminis- 
tering an initial daily dose of 5 to 3 mg. of dex- 
amethasone, combined with maintenance daily 
doses of 1.5 mg. Impressive and fairly rapid results 
were obtained with daily doses of from 2 to 4 mg. 
of dexamethasone in 2 patients with mycosis fun- 
goides. The treatment produced decrease or disap- 
pearance of subcutaneous nodular infiltrations and 
of necrotic ulcerations, and also relief of the sub- 
jective symptoms in a patient with Kussmaul-Maier 
disease. 

Treatment with dexamethasone in this series in- 
dicated that prevention of recurrence of the dis- 
ease required use of an initially moderate dosage 
along with a subsequent low maintenance dosage, 
given for an extended period of time. It seems that 
the anti-inflammatory action of dexamethasone was 
about 7 times more potent than that of prednisone 
in terms of dosages used. A few mild side-effects 
were observed, which consisted of gastric disturb- 
ance in 2 patients and slight upward tendency of 
the arterial blood pressure in patients who already 
had hypertension. 


UROLOGY 


Clinicobiological Observations in a Group of Pa- 
tients with Carcinoma of the Prostate Treated with 
Polyestradiol Phosphate (PEP). G. M. Molinatti and 
M. Olivetti. Minerva med. 50:745-750 (March 14) 
1959 (In Italian) [Turin, Italy]. 


Polyestradiol phosphate (PEP) was given to 9 
patients with carcinoma of the prostate for a period 
of 4 to 10 months. The drug was administered 
intramuscularly in doses of 80 mg. every fortnight 
for 2 months, and once a month afterward, to 4 
patients who had not previously received a hor- 
monal treatment. The drug was administered in a 
dose of 80 mg. once a month to 2 patients with an 
advanced type of carcinoma of the prostate, who 
had been previously treated with stilbene com- 
pounds. Chemotherapy, consisting of the adminis- 
tration of an initial dose of 120 mg., followed by 
doses of 40 mg. of PEP given every 10 days, was 
combined with orchiectomy in 3 patients with an 
advanced form of carcinoma of the prostate, who 
had been previously treated with, and had scarcely 
responded to, the stilbene compounds. 

The administration of PEP exerted the following 
effects in patients who had not previously received 
other hormones: 1. Gynecomastia developed within 
a period of 30 to 50 days after beginning of the 
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treatment. 2. Serum acid phosphatase level de- 
creased in 2 patients and was restored to normal in 
2. 3. The erythrocyte sedimentation rate (ESR) was 
decreased in 3 patients and was normalized in 1. 
4. There was improvement or subsidence of vesical 
symptoms. 5. There was no evidence of osseous 
metastases. PEP brought about improvement in 
general health and vesical symptoms, along with 
decrease in ESR and serum acid phosphatase levels 
in patients who had benefited from previous treat- 
ment with stilbene compounds. Fair results were 
obtained with PEP in patients who had scarcely 
responded to the previous treatment with stilbene 
compounds. Initially the drug produced in this 
subgroup improvement in general health, vesical 
symptoms, and pain in the bones, decrease in both 
ESR and serum acid phosphatase levels, and slight 
amelioration of the roentgenologic pictures. Orchi- 
ectomy was performed when clinical and biological 
improvements became manifest. Two of the patients 
subjected to orchiectomy had a stationary condition 
after 9 months of treatment, but the disease re- 
sumed its progressive course in a third patient after 
5 months of apparent improvement. PEP produced 
in this series similar or slightly better results than 
those obtained with stilbene compounds, although 
further investigation is necessary for a more definite 
appraisal. 


Herpes Zoster Involving the Urinary Bladder. 
R. Meyer, H. P. Brown and J. H. Harrison. New 
England J. Med. 260:1062-1065 (May 21) 1959 
[Boston]. 


The authors add 2 new cases to reports of urinary 
retention and lesions of the bladder secondary to 
herpes zoster, cited in the literature. The patients 
were women, aged 70 and 76 years, respectively. 
While neither patient gave a history of varicella, 
the first of the 2 women was exposed to this disease 
before the characteristic lesion of herpes zoster 
developed. She was noted to have 2 vesicular lesions 
on the left ureteric ridge that 6 days later pro- 
gressed to a severe hemorrhagic and exudative 
cystitis, with greater involvement on the same side 
as the cutaneous lesion. The second patient was 
cystoscopically observed to have a_ nonspecific 
chronic cystitis on the 52nd hospital day. Cysto- 
scopic examination early in the course of the dis- 
ease in this patient might have revealed the pres- 
ence of the characteristic herpetic lesions of the 
bladder, but once generalized chronic cystitis su- 
pervenes, it is not possible to reconstruct the initial 
appearance of the vesical mucosa. The develop- 
ment and healing of the mucosal and neurogenic 
vesical lesions in both cases appeared to lag several 
days behind that of the skin lesions. 

Herpes zoster begins in the posterior root or 
dorsal root ganglions and may extend peripherally 
to skin and viscera or centrally to the posterior 
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horn cells. The authors cite a 1939 review of cases 
of herpes zoster in which 6 cases of genitourinary 
involvement were detected among 42 with visceral 
manifestations of herpes zoster. While the 6 pa- 
tients had dysuria, frequency, and hematuria, uri- 
nary retention was absent. It is suggested that this 
can best be explained by the fact that the lowest 
level of involvement was the 4th lumbar segment; 
vesical dysfunction with this disease would neces- 
sitate involvement of the 2nd, 3rd, and 4th sacral 
segments. A mild inflammatory process in the dorsal 
root area seems to have an irritative effect, causing 
hypertonia of the bladder; a more severe reaction, 
with extension to the meninges, spinal cord, and 
possibly the anterior horn cells as well, leads to 
vesical hypotonia and urinary retention. It appears, 
therefore, that irritative or paralytic vesical symp- 
toms depend more upon the extent and severity of 
involvement of neural tissue than upon the amount 
of vesical disease. 

Specific therapy for herpes zoster is unknown. 
Vesical involvement, with neurogenic dysfunction 
or herpetic cystitis or both, may lead to fulminat- 
ing infection or a detrusor eventually replaced by 
fibrous tissue. Sulfonamides are often effective in 
the control of secondary infections of the urinary 
tract. Severe cystitis, particularly when accom- 
panied by systemic reactions, should be treated by 
specific antibiotics. Since the loss of integrity of 
parasympathetic innervation contributes to vesical 
hypotonia, the administration of a parasympathomi- 
metic drug will increase detrusor tone and result 
in a more rapid return to normal micturition. 


OTOLARYNGOLOGY 


Neurilemmoma of the Hypoglossal Nerve: Report 
of a Case. C. D. Winborn, D. M. Martinez, B. F. 
Holding Jr. and J. B. Hutcheson. A. M. A. Arch. 
Otolaryng. 69:583-588 (May) 1959 [Chicago]. 


The authors report the case of a 35-year-old 
woman who was admitted to the Baylor University 
Hospital in Dallas, Texas, for a mass in the throat 
and difficulty in swallowing. The results of her 
neurological examination were completely normal. 
In the left side of the lateral pharyngeal area there 
was an ovoid, firm tumor that displaced the tonsillar 
pillars anteriorly and was covered by normal 
mucosa. The soft palate was displaced anteriorly 
and medialward. The mass occupied about one- 
half of the aperture of the faucial isthmus. The 
tumor extended from the base of the skull to the 
tip of the epiglottis. In the neck a firm mass was 
palpable along the anterior border of the sterno- 
mastoid muscle and extended from the greater 
cornu of the hyoid bone to the mastoid process. The 
mass was semifixed, but the skin was freely mov- 
able. The tip of the parotid gland also felt slightly 
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nodular and prominent. A biopsy specimen was 
then obtained with the aid of local anesthesia; it 
was compatible with neurilemmoma. 

Four days later a low tracheostomy was per- 
formed under local anesthesia, and through this, 
endotracheai general anesthesia was then carried 
out. With the aid of a submandibular incision, made 
from the greater cornu of the hyoid bone curving 
upward below the angle of the sternomastoid mus- 
cle to the mastoid tip, the tumor was visualized 
as a well-encapsulated tubular-shaped mass. It ex- 
tended to the base of the skull. The tumor was 
separated in this area by blunt finger dissection. It 
was then discernible that the tumor completely 
encompassed the hypoglossal nerve and appeared 
to be arising directly from it. The tumor could be 
separated from the hypoglossal nerve by a stripping 
type action until the descending branch of the 
hypoglossal nerve was observed. But in this area 
further stripping of the tumor was impossible, and, 
therefore, the nerve was sectioned. The remaining 
portion of the tumor was then dissected with rela- 
tive ease. The hypoglossal nerve was anastomosed 
end-to-end, and the wound closed. Immediately 
after the operation the patient had paralysis of the 
left hypoglossal nerve, together with a paralyzed 
left vocal cord resulting in hoarseness and dys- 
phagia which cleared 6 months after the operation. 
The hypoglossal nerve showed evidence of re- 
covery. 

Neurilemmoma is a benign tumor of nerve-sheath 
origin that occasionally arises from the cranial 
nerves as they traverse the neck. Two previous cases 
of a pharyngeal neurilemmoma arising from the 
hypoglossal nerve were collected from the litera- 
ture. The authors’ case is the third of this type. The 
preoperative diagnosis of neurilemmoma can only 
be ascertained with certainty by familiarity with 
the characteristics of pharyngeal tumors, by a high 
index of suspicion, and, above all, by adequate 
tissue biopsy. There appears to be much contro- 
versy over the best avenue of surgical approach 
and the relative merits of tracheostomy. It appears 
that the intraoral approach would be limited to 
relatively small, extremely well-demarcated tumors. 
The external approach seems more widely applica- 
ble regardless of the size of the tumor. It has the 
obvious advantages of adequate exposure with 
identification and protection of important struc- 
tures. Whenever there is chance of injury to the 
vagus nerve or its laryngeal branches, tracheostomy 
should be performed. 


A Simple and Effective Treatment for Otitis. C. S. 
Linton. Missouri Med. 56:539-542 (May) 1959 [St. 
Louis]. 

No one should attempt to treat an ear who can- 
not clearly visualize the ear and understand what 
he sees. This is an old axiom in otology, which has 
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been frequently disregarded in recent years as a 
result of the effectiveness of antibiotics, given by 
the general practitioner and the pediatrician. It is 
not uncommon, however, in the office of the spe- 
cialist to see patients who have been treated for 
“sore ears” or blockage of hearing by many injec- 
tions of antibiotics over a period of weeks, when 
the trouble is due entirely to accumulated debris 
or a bit of impacted cerumen against the eardrum. 
The first essential in any treatment, therefore, is to 
be able to see and to know whether the objects 
seen are tissue or foreign matter, and, if tissue, 
whether it is normal or abnormal. Failure to meet 
this requirement demands that the patient be re- 
ferred immediately. The next essential in treatment 
is that, if debris is present, the doctor must be able 
to clean and dry the ear thoroughly. 

Twenty-five patients with acute otitis media, 24 
with chronic otitis media, and 83 with external 
otitis were given the same local and systemic treat- 
ment without any attempt to classify them accord- 
ing to the cause of the trouble or the type of in- 
fection. Systemic treatment consisting of an anti- 
biotic, such as Achromycin or Chloromycetin, was 
used in most cases of acute otitis media and in 
others in which there was fever, marked swelling, 
or pain. The treatment consisted of thorough clean- 
ing of the ear at each treatment, followed by 10% 
aqueous Mercurochrome and then sulfadiazine 
powder. It is believed that the physical drying 
effect of the powder is just as important as its anti- 
septic properties. The powder must not be used in 
excess or in too small a quantity, but may vary 
according to the amount of discharge. It should be 
applied with a powder blower. Most cases re- 
sponded within 1 to 3 treatments and in 4 or 5 days. 
The results are far better than with any other 
treatment used by this author. 


Rhinomucormycosis: Report of a Fatal Case. H. W. 
Smith and E. Yanagisawa. New England J. Med. 
260:1007-1012 (May 14) 1959 [Boston]. 


The authors report a fatal case of rhinomucormy- 
cosis in a 39-year-old man who was admitted to the 
Grace-New Haven Community Hospital in New 
Haven, Conn., because of pain and loss of vision 
in the right eye. The illness had begun 2 days pre- 
viously with the gradual onset of a dull, steady, 
nonradiating pain to the frontal region of the head 
on the right. On the day before admission, vision 
in the right eye, which was bulging forward, was 
still present but blurred. At this time a brief attack 
of dark bloody discharge from the right nostril 
occurred. There was a 12-year history of irreg- 
ularly controlled diabetes mellitus. On physical 
examination, proptosis of the right eye was ob- 
served. The clinical impression was that the mass 
in the orbit or middle cranial fossa was an abscess. 
The patient was given 20 units of isophane insulin 
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and antibiotic treatment with chloramphenicol and 
penicillin. Twelve hours after admission, examina- 
tion of the nose, after removal of the dried bloody 
nasal discharge, revealed gray-black right middle 
and inferior turbinates. A clinical diagnosis of 
rhinomucormycosis with orbital extension was 
made. Twenty-four hours after admission, a biopsy 
specimen was obtained from the nasal cavity. 
Microscopic sections prepared from the gray-black 
turbinates and the ethmoid-sinus mucosa showed 
large, branching, nonseptate hyphae. Cultures 
taken at operation readily grew out the fungus, 
which was identified as Rhizopus. Left-sided hemi- 
plegia occurred on the third hospital day; the pa- 
tient became comatose and died on the following 
day. Autopsy revealed a large growth of fungus in 
the operative site. Hyphae were found in sections 
of the tissues throughout the nasal cavity, meninges, 
brain substance, dural sinuses, and major cerebral 
arteries. 

Twenty-two cases of rhinomucormycosis have 
been collected from the literature. Of the 22 pa- 
tients, 18 had diabetes mellitus, and 20 died. The 
diagnosis was made in 4 while they were living 
and in the remaining on autopsy. The disease was 
successfully controlled in 2 patients who survived. 
Rhinomucormycosis, a fungous infection of the 
nose and paranasal sinuses, is usually fatal as a 
result of rapid extension to the orbit and cranial 
cavity. Presenting signs are most often neurological 
and centered about the orbit. Diabetes mellitus 
has been the most frequent concurrent disease. The 
diagnosis should be suspected in any patient with 
diabetes mellitus presenting a rapidly progressive 
orbital neurological deficit. At that stage of pro- 
gression, the diagnosis can be confirmed by ex- 
amination of the nose and sinuses. Rhizopus has 
been the most frequent causative agent. It is be- 
lieved that early recognition of the disease, while 
it is still confined to the nose, sinus, and orbit, may 
provide opportunity for survival. 


The Role of Bronchography in the Diagnosis of 
Bronchogenic Carcinoma. K. E. Wilt, N. C. An- 
drews, ©. V. Meckstroth and others. Dis. Chest 
35:517-523 (May) 1959 [Chicago]. 


To evaluate the usefulness and accuracy of 
bronchography in the differential diagnosis of 
bronchogenic carcinoma, the hospital records, 
roentgenograms, and bronchograms of 1,408 pa- 
tients with various pulmonary lesions, who were 
subjected to bronchography between January, 
1952, and December, 1955, were reviewed by the 
authors. A clinical diagnosis of carcinoma of the 
lung was made in 259 of these patients, with histo- 
logical proof available in 236. A bronchial block 
was demonstrated by bronchography in 210 pa- 
tients, while the remaining 26 showed normal 
bronchograms. The cell type of tumor per se bore 
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no relation to the presence or the absence of a 
bronchial block. The majority of patients had 
squamous-cell carcinomas, fewer patients had un- 
differentiated carcinomas, and only a small group 
had adenocarcinomas. The bronchial block oc- 
curred in the main bronchus in about one-fifth of 
the patients, in a lobar bronchus in slightly over 
one-half, and in the segmental bronchus in about 
one-quarter. Bronchoscopy was most effective in 
establishing the diagnosis in patients with bronchial 
obstruction in the main bronchus. In less than half 
of the patients with a lesion in the lobar bronchus 
and in one-third of those with a neoplasm of a seg- 
mental bronchus was bronchoscopy of diagnostic 
value. This supports the observation that in the 
more peripheral lesions the diagnosis of malignancy 
is difficult to establish by bronchoscopy. The use- 
fulness of bronchography, however, becomes ap- 
parent in that in this series 54% of the patients with 
carcinoma in a segmental bronchus could undergo 
resection, while the lesion could be resected in only 
35% of those with involvement of a main bronchus. 

The high incidence of neoplasms in the presence 
of bronchial block in these patients would suggest 
that any patient in the carcinoma age group with 
an acute or chronic pulmonary lesion demonstrated 
by roentgenography, who does not respond to spe- 
cific therapy within a period of several weeks, 
should be investigated by bronchography. If the 
area of “unresolved pneumonia” remains and bron- 
chial block is absent by bronchography, the clini- 
cian may continue his care of the patient without 
too much concern about bronchogenic carcinoma. 
In this series there were only 3 patients with 
bronchographic evidence of bronchogenic carci- 
noma in whom the diagnosis was found at operation 
to be a nonmalignant lesion. 


THERAPEUTICS 


The Influence of Corticosteroid Hormones on 
Tuberculous Inflammation. C. A. Ouvarova. Rev. 
tuberc. 22:1127-1141 (Dec.) 1958 (In French) [Paris]. 


The author reports the results of experiments 
performed on guinea pigs in the tuberculosis insti- 
tute of the Academy of Medical Sciences in Mos- 
cow, USSR. Short-term treatment (15 days) with 
corticosteroid hormones (corticotropin corti- 
sone) in experimental tuberculosis brings about a 
diminution in the inflammatory reaction at the site 
of inoculation and a restriction in the generaliza- 
tion of the tuberculous process. There is, however, 
an evident difference in the action of these corti- 
costeroid hormones on the inflammatory process. 
Corticotropin exerts in the guinea pig a most varied 
effect on the connective tissue; it promotes the 
activity of the different elements, increasing the 
phagocytic property and contributing to the re- 
sorption of the specific inflammatory foci. The ac- 
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tion of cortisone is more limited; it contributes to 
the disappearance of the exudative process of the 
inflammation, and gives the foci a proliferative 
character. The action of desoxycorticosterone is 
characterized by an increase in the inflammatory 
reaction in the form of infiltration of the tuber- 
culous foci by polymorphonuclear leukocytes and 
by liquefaction of the caseous masses. An overdos- 
age of the hormones has a depressing action on the 
animals and leads to exacerbation of experimental 
tuberculosis in case of repeated inoculation. 


Action of Nitroglycerin on the Coronary Circula- 
tion in Normal and in Mild Cardiac Subjects. 
N. Brachfeld, J. Bozer and R. Gorlin. Circulation 
19:697-704 (May) 1959 [New York]. 


Glyceryl trinitrate (nitroglycerin) has been used 
extensively as a coronary vasodilator. Its remark- 
able clinical effect has been presumed to be related 
to a direct action on the smooth muscle of the 
coronary arterioles. This report presents studies of 
changes induced by the drug in 10 normal or nearly 
normal subjects. One patient had clubbing with 
normal pulmonary and cardiac diagnostic studies; 
1 had a small atrial septal defect; 1 had a grade 1 
diastolic murmur of aortic insufficiency without 
changes in blood pressure; 2 had basal systolic 
murmurs of grade 2 intensity without other ab- 
normality; 1 had a functional apical grade 2 systolic 
murmur; and in 4 cardiac examination revealed 
completely normal results. The administration of 
glyceryl trinitrate was followed by increased myo- 
cardial oxygen consumption. Presumably related to 
this increased oxygen demand, coronary flow in- 
creased, mediated by a lowered coronary vascular 
resistance. The increase in myocardial metabolism 
was associated with unchanged cardiac work and a 
fall in myocardial efficiency. These changes were 
considered consistent with in vitro observations of 
increased oxygen consumption induced by nitrites 
during oxidative phosphorylation. In these patients, 
cardiac output was essentially unchanged, while 
blood pressures decreased minimally. There were, 
however, significant decreases in pulmonary artery, 
pulmonary wedge, and right atrial pressures sug- 
gesting a relaxation of venomotor tone. Caution is 
urged concerning the occasional severe hypotensive 
effects of glyceryl trinitrate. 


Effect of Nitroglycerin on the Coronary Circulation 
in Patients with Coronary Artery Disease or In- 
creased Left Ventricular Work. R. Gorlin, N. Brach- 
feld, C. MacLeod and P. Bopp. Circulation 19:705- 
718 (May) 1959 [New York]. 


The coronary, pulmonary, and systemic circula- 
tory dynamics and the myocardial gaseous metab- 
olism were studied before and after the sublingual 
administration of glyceryl trinitrate (nitroglycerin) 
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in 17 patients, 14 of whom had angina pectoris. 
Group 1, the “coronary” group, included 7 patients 
with coronary sclerosis and angina. pectoris. Group 
2, the “work” group, included 10 patients: 3 with 
mitral insufficiency, 4 with aortic stenosis, and 3 
with aortic insufficiency; 7 of the 10 had angina 
pectoris. All the patients were classified in disabil- 
ity groups 3 or 4 according to criteria of the Amer- 
ican Heart Association. 

Glyceryl trinitrate caused a decrease in cardiac 
output, blood pressure, and left ventricular work in 
both “coronary” and “work” groups and caused a 
fall in systemic and pulmonary venous pressures. 
Coronary blood flow and myocardial oxygen con- 
sumption were slightly increased at rest with a 
slightly decreased myocardial efficiency as com- 
pared to normal. Coronary vascular resistance was 
normal. After the administration of glyceryl trini- 
trate, coronary vascular resistance remained essen- 
tially fixed; coronary flow and oxygen consumption 
were unchanged or actually decreased; and effi- 
ciency fell. These findings are believed related to 
prior exhaustion of the available vasodilator ca- 
pacity of the heart, either by intrinsic coronary 
arterial obstruction or through hemodynamic over- 
loading of the left ventricle by disease. The differ- 
ence in reactivity between normal and diseased 
coronary circulations is believed to afford an ob- 
jective physiological method of assessing the func- 
tional adequacy of the coronary circulation. 


ACTH or Adrenocortical Steroid Therapy of Pro- 
teinuria in Adolescents and in Adults. T. S. Danow- 
ski, F. M. Mateer and A. J. Puntereri. Am. J. M. Sc. 
237:545-558 (May) 1959 [Philadelphia]. 


The authors report on 36 male and 18 female 
patients, between the ages of 11 and 69 years, with 
proteinuria, who were treated with corticotropin 
(ACTH) or adrenocortical steroids given in phar- 
macological doses for 1 to 30 months or longer. Of 
the 54 patients, the probable nature of the renal 
lesion was established by a percutaneous needle 
biopsy of the kidney in 30, and by autopsy in 4. 
This group of 34 patients consisted of 11 patients 
with membranous glomerulonephritis, 5 with sub- 
acute glomerulonephritis, 9 with chronic glom- 
erulonephritis, 3 with pyelonephritis, 2 with inter- 
capillary glomerulosclerosis, and 1 each with lob- 
ular glomerulonephritis, arteriolar nephrosclerosis, 
sarcoidosis, and possible disseminated lupus ery- 
thematosus. In the remaining 20 patients, a clinical 
diagnosis of nephrotic syndrome of unestablished 
causation was made in 7, chronic glomerulone- 
phritis in 11, nephrotic syndrome and diabetes 
mellitus in 1, and acute glomerulonephritis in 1. 

Of the 54 patients, 4 were lost to follow-up, 15 
died in uremia or after cerebrovascular accidents 
presumed to represent the usual sequence of renal 
disease, 9 remained completely well, and protein- 
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uria persisted in the remaining 26. Of the 9 patients 
whose proteinuria cleared, 2 had a _ histological 
diagnosis of membranous glomerulonephritis, 4 had 
a Clinical diagnosis of nephrotic syndrome, and of 
the remaining 3, one each had proved pyelone- 
phritis, suspected lupus erythematosus, and _sar- 
coidosis. Complete disappearance of proteinuria did 
not occur in any of the patients with histological or 
clinical evidence of subacute or chronic glomeru- 
lonephritis or in the one patient with lobular glo- 
merulonephritis. The results obtained are sufficient- 
ly encouraging to warrant the expense and the po- 
tential hazard of adrenocortical steroid therapy in 
patients with membranous glomerulonephritis and 
in those with miscellaneous entities, such as dis- 
seminated lupus erythematosus, sarcoidosis, and 
pyelonephritis, in view of the remissions observed. 
Such a recommendation cannot be made in patients 
with chronic or subacute glomerulonephritis or in 
those with diabetic nephropathy. In view of the 
occurrence of major complications, such as attacks 
of anxiety, confusion, or actual psychosis, major 
infections, and abdominal symptoms and signs, in 
33 of the 54 patients during the initial 4-week 
period of intensive therapy, it would appear desir- 
able to limit treatment to the intermittent adminis- 
tration of ACTH and steroids, and to eliminate an 
initial course of continuous ACTH or steroid ad- 
ministration. 


Use of Buccal Trypsin in Two Diabetics with the 
Nephrotic Syndrome: A Preliminary Report. R. Neu- 
bauer, J. Esposito and A. Sindoni. Am. J. M. Sc. 
237:559-565 (May) 1959 [Philadelphia]. 

The authors report on a 33-year-old man and a 
55-year-old woman with diabetes mellitus asso- 
ciated with the nephrotic syndrome, who were 
treated with trypsin administered by mouth. Both 
patients were given between 4 and 12 tablets, each 
containing 2.5 mg. of the purified pancreatic 
enzyme, daily for periods up to 9 months. With the 
oral route, it thus became possible to administer 
easily 30 mg. of trypsin across the membranes of 
the mouth daily. A soft tablet, recently made avail- 
able, proved less irritating and more acceptable to 
the patients. A kidney biopsy specimen obtained 
from the man revealed diabetic glomerulosclerosis 
(Kimmelstiel-Wilson findings). In the woman, clin- 
ical and laboratory findings likewise suggested this 
syndrome, but the renal biopsy specimen obtained 
from this patient was more compatible with chronic 
glomerulonephritis or lipid nephrosis. Both patients 
showed marked clinical and laboratory improve- 
ment from the administration of large doses of 
trypsin by mouth over a prolonged period, Toxicity 
to the pancreatic enzyme has been practically 
negligible. 

The mode of action of trypsin in these patients 
is unknown; one could not even hypothesize as to 
why such responses occurred in the nephrosis of 
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the 2 patients. The clearance of infection may have 
played a part. Perhaps there were 2 spontaneous 
remissions, but one of the authors, who has special- 
ized in diabetes mellitus and has treated many 
patients with nephrosis, feels that the observations 
made in the 2 patients represent more than coinci- 
dence. Primary insulin deficiency in patients with 
diabetes mellitus and the addition of a pancreatic 
enzyme provoke speculation. Much more study is 
warranted both in renal infection and in the entire 
infected nephrotic stage of renal failure. 


Psychosedatives—Tranquilizers, with Special Ref- 
erence to Use and Abuse of Meprobamate (Equanil, 
Miltown, Restinil): Review. J. Schou. Ugesk. lager 
121:649-656 (April 23) 1959 (In Danish) [Copen- 
hagen]. 


Meprobamate has attained incredible popularity 
among both physicians and the general public. In 
Denmark, with about 4.5 million inhabitants, a 
total of 24,478,269 Gm. of meprobamate was sold 
in 1958. Suicide by ingestion of meprobamate is 
often attempted; 25 cases have been published in 
the literature, and 62 additional cases have to date 
been reported in Denmark. Abstinence symptoms, 
like those after barbituric addiction, are frequent 
after the abrupt withdrawal of meprobamate taken 
in doses of about 1.2 Gm. daily. The comatose in- 
toxication which may be seen after ingestion of 
only 6 Gm. of meprobamate is a dangerous condi- 
tion when untreated and may prove fatal. When 
the condition is treated as for barbituric acid in- 
toxication, most of the patients survive. Many ex- 
amples are seen of development of tolerance, 
excessive self-medication, and formation of both 
psychological and pharmacological dependence 
through the use of meprobamate. Euphoria may 
also develop. The conditions are present for me- 
probamatism. Not more than 25 to 50 tablets, of 
400 mg. per tablet, should be prescribed, and to 
prevent drug addicts from accumulating prescrip- 
tions from various doctors, prescriptions for me- 
probamate should not be issued to persons unknown 
to the practitioner. 


The Diuretic Effects of Hydrochlorothiazide in 
Congestive Heart Failure, Cirrhosis, Chronic Renal 
Disease and Hypertension: Preliminary Report 
Based on a Study of 28 Cases. M. A. Sackner, A. A. 
Wallack and S. Bellet. Am. J. M. Sc. 237:575-584 
(May) 1959 [Philadelphia]. 


The authors report on 20 men and 8 women, 
between the ages of 22 and 94 years, 15 of whom 
had congestive heart failure, 6 portal cirrhosis, 4 
chronic renal disease, and 3 hypertension. These 28 
patients were admitted to the Philadelphia General 
Hospital and were treated with hydrochlorothiazide 
(Hydrodiuril), a diuretic agent, administered by 
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mouth for periods ranging from 2 to 19 days. The 
daily dose of the drug varied between 50 and 300 
mg. Ten of the 15 patients with congestive heart 
failure showed a good response, with an average 
daily loss of weight of 2.4 Ib. (1.1 kg). Of the 6 pa- 
tients with ascites associated with portal cirrhosis, 
5 initially showed a fair or good response to the 
drug, but only 2 were reduced to “dry weight.” Of 
the 4 patients with chronic renal disease associated 
with uremia and hypoalbuminemia, one showed a 
fair response to the drug, but no diuretic response 
occurred in the others. 

Hydrochlorothiazide thus proved to be a potent 
diuretic when given orally, particularly in patients 
with congestive heart failure. It was of limited 
value in patients with cirrhosis and renal disease. 
Chloride was excreted in the urine in considerable 
amounts, with sodium and potassium in varying 
proportions. The most important untoward effect 
of hydrochlorothiazide was the occurrence of hypo- 
potassemia secondary to increased potassium ex- 
cretion. This was particularly pronounced in pa- 
tients with liver disease. It was the authors’ im- 
pression that hydrochlorothiazide was comparable 
to chlorothiazide in diuretic effectiveness. 


Clinical Experience with Oxamycin. J. B. Ryder. 
Dis. Chest 35:524-527 (May) 1959 [Chicago]. 


The author reports a clinical trial with cycloserine 
(Oxamycin) in the treatment of 41 patients with 
far-advanced pulmonary tuberculosis, who had 
demonstrated bacterial resistance to the commonly 
used drugs. A 6-month period of treatment was 
started on Dec. 1, 1955, during which the patients 
were given cycloserine alone in a dosage of 500 mg. 
daily in 2 equally divided doses. The dosage was 
increased on March 1, 1956, to 750 mg. given daily 
in 3 equal doses at 8-hour intervals, and 300 mg. 
of isoniazid was also added. The patients were 
assessed by ordinary roentgenography each month 
and by tomography every 3 montis. 

Of the 41 patients entering the trial, 13 aban- 
doned treatment for various reasons. Seven of these 
patients demonstrated toxic symptoms related to 
the central nervous system, but 4 of them had 
shown minor mental aberrations prior to treat- 
ment. In 27 of the 28 patients completing the trial, 
weight gain occurred, varying from 2 to 16 lb. 
(0.9 to 7.3 kg.). Appreciable weight loss was noted 
in only one patient. Considerable improvement in 
general condition occurred in 6 of the 28 patients, 
and there was clinical failure in only one patient. 
Three patients, who were on the borderline of 
respiratory insufficiency, died. Healing of skin 
sinuses occurred in 2 patients with bronchopleural 
fistula and empyema. Conversion of sputum cul- 
tures to negative was achieved in 8 of 21 patients 
who demonstrated a positive sputum prior to treat- 
ment. 
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Roentgenologic examination after termination of 
treatment revealed little change. Most of the pa- 
tients had far-advanced chronic cavitary disease, 
and although some fluctuation in cavity size oc- 
curred in a few patients, no constant pattern was 
noted. Follow-up examination 12 months after the 
completion of the initial treatment included infor- 
mation on the 8 successfully treated patients. 
Roentgenograms showed no changes, and sputum 
cultures were still negative. 


PATHOLOGY 


Cytological Diagnosis of Plasma-Cell Myeloma 
(Kahler’s Disease). P. Lopes Cardozo and F. de 
Boer. Neder]. tijdschr. geneesk. 103:778-785 (April 
11) 1959 (In Dutch) [Amsterdam]. 


The authors present observations on 48 patients 
with plasma-cell myeloma, 35 of whom they ob- 
served in Leiden over a period of 10 years. Skeletal 
pain, spontaneous fractures, and signs of insuffi- 
ciency of the bone marrow and of the kidneys are 
the symptoms of the classical form of the disease. 
Other signs are an extremely high sedimentation 
rate and albuminuria, with Bence Jones proteinuria. 
The appearance of any of these signs in patients of 
middle age or beyond should make the physician 
suspect plasma-cell myeloma; the diagnosis can 
then be verified by’ puncture of the bone marrow, 
by the characteristic protein spectrum, and gen- 
erally by the characteristic skeletal abnormalities 
in the roentgenogram. The complete symptomatol- 
ogy exists only in the later stages of the disease; in 
the early stages the clinical picture varies greatly. 
After discussing some of the variations in localiza- 
tion, clinical symptoms, and roentgenologic aspects, 
the authors concentrate on the cytological diagnosis. 

The electrophoretic examination of the protein 
spectrum shows 1 or 2 sharp points, usually in the 
gamma globulins and in the beta globulins. Ab- 
sence Of abnormal peaks in the protein spectrum 
does not prove that the protein picture is normal, 
because in these cases the urine may still contain 
Bence Jones protein. The cytological diagnosis of 
plasma-cell myeloma is absolutely certain when 
class 5 cell type is recognized. (In the classification 
of tumor cells, class 1 indicates a benign aspect; 
class 2 indicates atypia not of malignant origin; 
class 3 [doubtful] and class 4 [suspicious] make 
malignancy more or less probable; and with class 
5 cells malignancy is highly probable.) The bone 
marrow punctate of patients with plasma-cell 
myeloma usually shows 20% or more, but sometimes 
less, malignant, oval plasma cells. They measure 
from 15 to 25 » in the greatest diameter, and the 
nucleus has an excentric location and is usually 
basophilic. The cytological picture of plasma-cell 
myeloma can be divided into 3 groups according to 
the degree of malignancy (3 degrees of dedifferen- 
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tiation). In 5 of 40 cases the diagnosis was readily 
established by directed bone puncture (“precise 
location” puncture of the skeleton) with a thin 
needle. In one patient the diagnosis was first estab- 
lished by lymph node puncture only, and was con- 
firmed a year later by the classical method of 
sternal puncture and by the electrophoretic spec- 
trum. The relationship between the cytology and 
the histology and between the cytology and the 
roentgenologic aspects of plasma-cell myeloma is 
discussed. 


Diabetic Arthropathy. N. R. Haagensen and @. 
Aagenaes. Ugesk. leger 121:569-572 (April 9) 1959 
(In Danish) [Copenhagen]. 


In rare cases diabetes mellitus is complicated by 
a diabetic arthropathy. This late diabetic complica- 
tion, first described by Jordan in 1936, is a chronic, 
deforming, primarily painless or nearly painless 
joint affection always localized to the tarsus. Gradu- 
ally the foot becomes deformed, with tendency to 
eversion and outward rotation. Sometimes trauma 
accelerates the development of the symptoms. Be- 
cause of certain similarities to late syphilitic arthrop- 
athy, it is sometimes called Charcot’s joint. In the 
76 cases found by the authors in available literature, 
the patients’ ages varied from 23 to 69 years. In 
practically all the cases signs of diabetic neurop- 
athy were present. Two cases observed for a long 
time are described. Examination of the spinal fluid 
in 24 cases showed moderately increased protein 
values; diabetic retinopathy was seen in 19 out of 
28 patients examined; there were signs of neurop- 
athy in 12 out of 22 cases; and 18 patients had 
infection in the soft parts of the foot. Roentgen-ray 
examination of the affected region in well-devel- 
oped cases revealed an extensive destruction of the 
tarsal bones and of proximal parts of the metatarsal 
bones. The histological picture is marked by de- 
struction of bone and cartilage tissue. Diagnosis is 
seldom made before the destruction is far advanced. 
On early diagnosis, development can perhaps 
be delayed by suitable orthopedic footwear and 
bandages. 


A Comparative Study of Coronary Disease in 
Haitian and American Negroes. D. Groom, E. E. 
McKee, C. Webb and others. South. M. J. 52:504- 
510 (May) 1959 [Birmingham, Ala.]. 


The factors of significance in the etiology of 
coronary atherosclerosis are far from clear. This 
prompted the authors to evaluate, by pathological 
rather than clinical criteria, the degree of coronary 
and aortic atherosclerosis in 2 similar racial groups 
living under different socioeconomic circumstances. 
Most of the subjects involved in this study were 
from the lower income groups in both countries— 
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Haiti and the United States. The hearts and aortas 
from autopsies on 139 Negro adults at the Medical 
Center Hospitals in Charleston, S$. C., were com- 
pared with those from 128 autopsies at the Hépital 
Général in Port-au-Prince. Material from routine 
autopsies, including all types of deaths of patients 
over the age of 20 years, was used as representative 
samples of the 2 population groups. An attempt was 
made, in compiling the clinical data on the autopsy 
specimens, to classify each subject according to 
economic level and rural or urban residence. De- 
tailed dietary surveys were carried out in both 
groups. 

Results showed an apparent predisposition of 
the American group to coronary but not to aortic 
atherosclerosis. The degree of coronary disease was 
almost double among the American group, for both 
males and females and at all age decades over 20. 
No such difference was observed in the ‘aortas of 
the same subjects. Prominent environmental differ- 
ences in these 2 population groups included those 
of stress, tempo of living, physical exertion, and 
competitiveness, in addition to that of diet. As yet 
evidence is lacking with which to ascribe the ob- 
served difference in coronary disease to diet or to 
any single factor in the environment. The authors’ 
results suggest the importance of etiological factors 
other than diet; this applies particularly to possible 
differences in susceptibility between the aorta, 
which is a more or less passive elastic tube, and the 
coronaries, which are known to constrict actively 
in response to vasomotor stimuli. 


Intrahepatic Bile Stasis in Acute Nonfatal Viral 
Hepatitis: Its Incidence, Pathogenesis, and Correla- 
tion With Jaundice. I. N. Dubin. Gastroenterology 
36:645-660 (May) 1959 [Baltimore]. 


The author studied the role of intrahepatic bile 
stasis in 129 patients with acute nonfatal viral 
hepatitis, from whom 214 needle biopsy specimens 
were obtained. The time interval between onset of 
jaundice and biopsy ranged from several hours to 
250 days. Intralobular bile plugs were found in 
about 50% of the patients during the acute phase 
of the disease. The highest incidence of intrahepatic 
bile stasis occurred from 5 to 15 days after the 
onset of jaundice. Evidence from various sources 
indicates that intrahepatic bile stasis closely par- 
allels the course of clinical jaundice and the levels 
of serum bilirubin. An analysis is presented of 
various pathogenetic mechanisms that might pos- 
sibly play a vole in the production of jaundice and 
intrahepatic bile stasis in acute viral hepatitis. Any 
acceptable hypothesis would have to explain the 
high degree of correlation between the following 3 
phenomena: (a) necrosis and inflammation of par- 
enchyma, (b) hyperbilirubinemia, and (c) intra- 
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hepatic bile stasis. The considerations discussed by 
the author lead to the conclusion that in a hepato- 
cellular disease, such as viral hepatitis, the most 
significant factor in the pathogenesis of jaundice 
and intrahepatic cholestasis is damage to the liver 
cell itself. Hemolysis and intrahepatic biliary ob- 
struction play only a minor role. There is little need 
or justification for invoking the concept of cholan- 
giolar damage or cholangiolar obstruction. 


Histological Changes in the Liver in Diseases of 
the Biliary Tract. S. Falkmer and B. Sjéstrém. 
Gastroenterologia 91:221-244 (no. 4) 1959 (In Eng- 
lish) [Basel, Switzerland]. 


The authors report on 59 men and 152 women, 
between the ages of less than 30 and over 71 years, 
who were operated on for diseases of the biliary 
tract in the surgical clinic of the University Hos- 
pital in Uppsala, Sweden, between 1953 and 1956. 
The 211 patients were divided into 4 groups as 
follows: group 1, consisting of 55 patients with in- 
flammatory biliary disease associated with jaundice; 
group 2, of 86 patients with inflammatory biliary 
disease without jaundice; group 3, of 14 patients 
with noninflammatory biliary disease with jaundice; 
and group 4, of 56 patients with noninflammatory 
biliary disease without jaundice. The criterion for 
the diagnosis of inflammatory biliary disease was 
a roentgenologically nonfunctioning gallbladder 
which at operation showed definite thickening of 
its wall, and which for the diagnosis of noninflam- 
matory biliary disease was a roentgenologically 
functioning organ containing gallstones and appear- 
ing normal at operation. In this latter category were 
also included patients with obstruction of the extra- 
hepatic bile ducts with a normal gallbladder not 
containing calculi. The patients were operated on 
when they were symptom free, so that no cases of 
acute cholecystitis were included. 

As soon as the abdominal wall was opened, liver 
biopsy specimens were obtained in most patients 
by performing a wedge-shaped excision, 2 cm. deep, 
in the liver parenchyma, always in the same situa- 
tion in the right lobe, at least at a distance of 10 
cm. from the gallbladder bed. Histological changes 
of pathological degree were seldom found. When 
present, the changes were essentially of the type 
of nonspecific reactive hepatitis. Diffuse liver-cell 
changes, extracellular and intracellular pigmenta- 
tion, and portal fibrosis were considered to be of 
possible significance with regard to functional dis- 
turbances, mainly by statistical comparison of the 
histological findings with the results of liver func- 
tion tests, erythrocyte sedimentation rate, and blood 
coagulation tests. Portal inflammatory reaction, 
fatty metamorphosis of the liver cells, nuclear vacu- 
lation, and focal necrosis were considered to be 
insignificant. 
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RADIOLOGY 


Contribution to Knowledge of the Mode of Protec- 
tive Mechanism of Hematopoietic Tissue Trans- 
planted into Irradiated Animals: “Chimeras of 
Irradiation.” U. Torelli, M. Malavolti and T. Artusi. 
Minerva med. 50:680-683 (March 7) 1959 (In Italian) 
[Turin, Italy]. 

The effectiveness of protection of irradiated mice 
with rat bone marrow administered intraperitone- 
ally was observed in a group of experimental and 
control male mice. The experimental group was 
exposed to total-body irradiation, which procedure 
was followed by injection of bone marrow suspen- 
sion within 24 to 48 hours. The control group re- 
ceived the irradiation alone. The best results were 
obtained with a dosage of 740 r, which caused death 
of all exposed animals of the contro] group within 
16 days after irradiation and resulted in survival of 
70% of the animals which received the postirradia- 
tion injection of bone marrow. Marked fall of the 
leukocytes was observed in the control group, be- 
ginning the second day after irradiation, and this 
count remained low until the animals’ death. Post- 
irradiation infusion of bone marrow produced 
increase in the leukocyte count, gain in body 
weight, repopulation of the bone marrow and of 
the spleen, and appearance of a_ considerable 
amount of lymphatic cells. Increase of circulating 
leukocytes appeared within 8 to 12 days after 
irradiation. Histochemical examination revealed 
that the injected granulocytes of the rats gained a 
foothold and began to proliferate in the irradiated 
mice, thus originating “chimeras of irradiation.” 


Arteriovenous Fistula of the Lung. B. P. Sammons. 
Radiology 72:710-715 (May) 1959 [Syracuse, N. Y.]. 


Pulmonary arteriovenous fistulas are anomalous 
connections between the arteries and veins of a 
portion of the pulmonary vascular bed. The nomen- 
clature of this anomaly is not uniform. It has been 
referred to as pulmonary arteriovenous aneurysm, 
pulmonary angiomatous malformations, hemangi- 
omas of lung, angiomatosis of the lung, telangi- 
ectasia of the lung, and cavernous pulmonary 
telangiectasia. Pulmonary arteriovenous fistula is 
the preferable designation, since it describes the 
pathological feature of a shunt from a pulmonary 
artery to a vein without the normal capillary bed. 
The author feels that a radiologist confronted with 
a density in the lung parenchyma should include 
arteriovenous fistula in the differential diagnosis, 
because the surgical approach may differ from that 
for the usual “coin lesion.” About 200 cases of 
arteriovenous fistula of the lung have been de- 
scribed since the condition was first clinically diag- 
nosed in 1939. At the U. S. Naval Hospital, St. 
Albans, N. Y., arteriovenous fistula of the lung was 
diagnosed and surgically treated in 8 patients dur- 
ing the last 7 years. The histories of 3 of these 
patients are presented. 
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Most patients who are free from complications 
have no symptoms, but the presence of “feeders” in 
the region of the lesion strongly suggests arterio- 
venous fistula. Fluoroscopy, tomography, and angio- 
cardiography will detect all but minute pulmonary 
telangiectasias and will give the necessary infor- 
mation for proper surgical attack. Symptoms consist 
of dyspnea, cyanosis, and clubbing of digits. Exam- 
ination may reveal polycythemia, a murmur over 
the pulmonary lesion, and telangiectasia of skin 
and mucous membranes. Complications of hemopty- 
sis, meningoencephalitis, cerebral thrombosis, and 
brain abscess may be presenting complaints. Be- 
cause of the occurrence of these extremely serious 
complications, surgery is the treatment of choice 
even in asymptomatic patients, because the dangers 
of serious complications far outweigh the minimal 
risk of modern segmental resection or lobectomy. 
Angiocardiography, which demonstrates the exact 
location of afferent and efferent vessels, has greatly 
decreased the chance of incomplete resection of a 
fistula or of missing multiple fistulas. 


Radiation Hazards Aboard a Guided Missile Cruiser. 
W. Johnson, V. H. Kindsvatter and C. C. Shaw. 
U. S. Armed Forces M. J. 10:513-523 (May) 1959 
[Washington, D. C.]. 

Microwave, nonionizing radiation (by radar 
beams) in sufficient intensity can produce testicular 
damage and lenticular and corneal opacities in ex- 
perimental animals, and possibly even death from 
“cooking” of viscera by excessive diathermy. loniz- 
ing radiation (by x-rays) in sufficient intensity will 
initiate the “acute radiation syndrome” (a report on 
which appeared in THE JouRNAL 168:381 [Sept. 27] 
1958); low doses over long periods of time are 
cumulative, increase the incidence of malignancy, 
and possibly may shorten the life span or produce 
undesirable genetic mutations. Both types of radia- 
tion (ionizing and nonionizing) were observed at 
hazardous levels aboard the U. S. S. Galveston, a 
ship armed with guided missiles and equipped with 
the Talos weapons system which directs guided 
missiles to the target by high-powered radar beams. 
Some personnel aboard the ship were inadvertently 
exposed to presumably excessive doses of x-rays 
before commissioning of this vessel, but without 
ill-effect, then or 6 months later. 

Temporary measures have been taken with com- 
plete success to protect the crew from both types 
of radiation, and other more effective measures are 
proposed for the future. Crew members working in 
the area of the radar transmitters have installed 
small neon lamps inside their caps which will glow 
when the intensity of the radar beams is 5 to 6 
milliwatt per square centimeter of body surface 
and thus well within the safety range. Photog- 
rapher’s flash bulbs are even more sensitive to radar 
beams and will “detonate” at a level of 1 or 2 milli- 
watt per square centimeter of power density. Thus, 
they are excellent practical safeguards to prevent 
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overdosage of personnel. The seriousness and irre- 
versibility of overabsorption of both types of radia- 
tion, and the usual absence of symptoms at the time 
of exposure, warrant the most careful precautions 
and safeguards to give the crew adequate protec- 
tion from these potential hazards. In the last analy- 
sis, such matters are problems of public health and 
of preventive medicine and are of vital importance 
to military as well as civilian personnel. This entire 
area is a prime responsibility of the medical officer, 
both ashore and afloat. 


Agnogenic Myeloid Metaplasia. H. G. Jacobson, 
H. Fateh, J. H. Shapiro and others. Radiology 
72:716-725 (May) 1959 [Syracuse, N. Y.] 

Agnogenic myeloid metaplasia may best be de- 
fined as a disorder involving hematopoiesis outside 
the usual marrow sites, most frequently accom- 
panied by fibrosis of the marrow. Synonyms include 
pseudoleukemia with splenic cachexia, osteosclero- 
sis with myelofibrosis, splenic pseudoleukemia, 
aleukemic myelosis, myeloproliferative syndrome, 
myeloid metaplasia, panmyelosis, and megakaryo- 
cytic myelosis. The term “agnogenic myeloid meta- 
plasia” is becoming increasingly acceptable. The 
authors have collected 20 cases of agnogenic mye- 
loid metaplasia in which the diagnosis was estab- 
lished by bone biopsy or at autopsy. The data on 
these cases are tabulated. Most patients showed 
anemia of varying degrees of severity. In the 
peripheral blood there were nucleated red blood 
cells, with a shift to the left in the white blood cells 
down to the myelocyte and premyelocyte series. 
Hepatosplenomegaly was present in 19 of the 20 
cases. The bone marrow showed almost complete 
replacement by fibrous connective tissue and osteo- 
sclerosis. None of the patients had tuberculosis, 
metastatic cancer, or a record of having taken 
myelotoxic drugs, to account for the changes. Stain- 
ing of the leukocytes for alkaline phosphatase 
showed a high level, in contrast to the findings in 
myelogenous leukemia, where the leukocyte alka- 
line phosphatase is abnormally depressed. The age 
range in the series was from 41 to 72 years, half of 
the patients being seen in the 6th decade. 

As regards the roentgenologic changes, the 
authors say that the thoracic cage, humeral shafts, 
and pelvic girdle were most frequently involved, 
while the femoral shafts, thoracic and lumbar spine, 
and shoulder girdles presented changes to only a 
slightly less extent. There were 2 general forms of 
bone involvement. The first was a diffuse increase 
in bone density. In the second category the in- 
creased bone density was associated with variegated 
zones of radiolucent mottling, sometimes inter- 
spersed with nodular and linear opacities. The high 
frequency of involvement of the bones of the 
thoracic cage is of interest. With this observation 
in mind, the radiologist may suggest the diagnosis 
of agnogenic myeloid metaplasia on viewing a 
chest film. 
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BOOK REVIEWS 


Medical Department, United States Army. Surgery in 
World War II: Orthopedic Surgery in the European Theater 
of Operations. Prepared under direction of Major General 
S. B. Hays, Surgeon General, United States Army. Editor in 
chief: Colonel John Boyd Coates, Jr. Editor for orthopedic 
surgery: Mather Cleveland, M.D. Associate editor: Elizabeth 
M. McFetridge, M.A. Office of Surgeon General, Department 
of Army, Washington, D. C. Cloth. $4. Pp. 397, with 86 
illustrations. Superintendent of Documents, Govern, Print. 
Off., Washington 25, D. C., 1956. 


The foreword to this book states that in the Euro- 
pean theater of operations during World War II 
casualties were heavy and, as in all theaters of war, 
the battle injuries of the extremities, including the 
bones and joints, comprised the largest single 
_ group, about 67% of the 381,350 wounded and 
injured in action in Europe. A large part of the 
credit for the splendid manner in which this enor- 
mous number of wounded received orthopedic care 
is given to the tireless efforts of the two senior ortho- 
pedic consultants Col. Mather Cleveland and Col. 
Rex L. Diveley. The task of recording the experi- 
ences and lessons learned in the care of this large 
number of patients was assigned to Colonel Cleve- 
land. No better selection could have been made. 
This entire book is splendid evidence of the skill 
and of the painstaking work which is characteristic 
of anything that Mather Cleveland does. 

The book is divided into three parts. Part 1 de- 
scribes the administrative set-up which was used 
for the care of orthopedic wounds and injuries in 
the European theater of operations, part 2 de- 
scribes the clinical policies and practices, and 
part 3 deals with special types of bone and joint 
injury. Most of the illustrations consist of reproduc- 
tions of roentgenograms of actual cases from the 
battlefield and of carefully selected photographs of 
patients. In the sad event of another war, this book 
' should be of inestimable value to all physicians or 
surgeons who are called on to care for the injured. 


The Nursing and Management of Skin Diseases. By D. S. 
Wilkinson, M.D., M.R.C.P. Cloth. $5.75. Pp. 288, with 47 
illustrations. The Macmillan Company, 60 Fifth Ave., New 
York 11, 1958. 


As the author points out, a proper knowledge of 
therapeutic details is of the greatest importance in 
treating patients with skin diseases—probably more 
so than in any other branch of medicine. By their 
nature most textbooks are properly more concerned 
with problems of diagnosis and principles of treat- 
ment and less with details of treatment. In this 
well-written book, the author has filled this void 
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by furnishing detailed descriptions of practical 
procedures used in the management of skin dis- 
eases. The emphasis throughout is on such every- 
day matters as dressings, office procedures, minor 
operations, topical remedies, and the general as- 
pects of management. The material is presented 
clearly, and there is much of practical value in this 
book to interest both the practitioner and the nurse. 


Handbuch der Thoraxchirurgie (Encyclopedia of Thoracic 
Surgery). Zweiter Band, spezieller Teil I. Herausgegeben 
von E. Derra. Bearbeitet von C. P. Bailey et al. [In German 
and English.] Cloth. 476 marks; subscription price 380.80 
marks, Pp. 1207, with 750 illustrations. Springer-Verlag, 
Heidelberger Platz 3, (1) Berlin-Wilmersdorf (West-Berlin); 
Neuenheimer Landstrasse 24, Heidelberg; Gottingen, Ger- 
many, 1959. 


This second volume deals with the surgery of the 
chest wall, pleura, diaphragm, heart, and great ves- 
sels. It is an excellent example of the German genius 
for painstaking and laborious scholarship. It is truly 
encyclopedic. To anyone who is familiar with the 
German medical literature before the last war and 
who has lived by and with manuals of this type, the 
appearance of this book should be welcome, not 
only for itself but because it signals the reentry of 
the German genius to world medical literature. 

To be of permanent value, a medical textbook 
must be an exhaustive review of the literature which 
depicts not only the current status of knowledge 
and practice but also their history and evolution. A 
complete bibliography is essential, as exemplified 
by Nothnagel’s Encyclopedia of Medicine, which 
still supplies the reader with all that had been 
thought and said on the subject up to the time of 
publication and a bibliography which provides a 
sound basis from which to proceed to the more 
recent literature. That is true of this volume, most 
of which is devoted to cardiovascular surgery. In 
their choice of authors the editors inaugurated what 
may be a new departure in international medicine. 
Most of the sections are written in English by Brit- 
ish, Swedish, and American surgeons and in French 
by French surgeons—men who have been pioneers 
in this new field. The authors, other than German 
or Austrian, are Crafoord, Byorck, Broden, Eck- 
strom, Johansson, Karnell, and Werks of Sweden; 
Brock and Nulstein of England; Dubost and Hoff- 
man of France; and, among the many Americans, 
Bailey, Blalock, and Beck. 

In being international and published in three dif- 
ferent languages, this work emphasizes the neces- 
sity either that the medical student in high school 
and college acquire a reading knowledge of differ- 
ent languages or that some language, perhaps Latin, 
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be adopted as the universal language of science. 
One is reminded that at the age of 15 years, when 
he commenced his medical studies, Laennec had a 
reading knowledge of French, German, English, 
Latin, and Greek, as well as of his native Breton. 
All in all, this is an excellent basic text on thoracic 
and cardiac surgery. It can be edited and reedited, 
as all encyclopedias must be, to keep abreast of the 
steady and rapid progress of the science. While one 
can question the advisability of publishing a text- 
book on cardiac surgery at this time, when what 
was practiced last week is outmoded this week, 
even this section is, and will remain, of great his- 
torical interest. 


X-Ray and Radium in Dermatology. By Bernard A. Wans- 
ker, M.D. Publication number 349, American Lecture Series, 
monograph in American Lectures in Dermatology. Edited by 
Arthur C. Curtis, M.D., Chairman, Department of Derma- 
tology and Syphilology, University of Michigan, Ann Arbor. 
Cloth. $5. Pp. 114, with 20 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1959. 

The material in this monograph, which is an 
expanded outline, is concise, easily read, and accu- 
rate and should be invaluable for those who use 
ionizing radiation for treating skin diseases. The 
material was gathered from lectures, textbooks, and 
the author’s experience as a practicing dermatolo- 


gist. This is an excellent manual, presenting briefly 
essential information about different sources, tech- 
niques, and indications of radiations and the biolog- 
ical effects of radiation in normal and diseased 
skin. 


Squint and Allied Conditions. By George P. Guibor, M.D., 
D.D.S. Cloth. $11.50. Pp. 356, with 103 illustrations. Grune 
& Stratton, Inc., 381 Fourth Ave., New York 16; 15/16 
Queen St., Mayfair, London, W. 1, 1959. 


This book is the fruit of the author's large 
clinical experience with over 41,500 patients. The 
diagnostic and therapeutic procedures discussed 
are those he has evolved in dealing with this fre- 
quently baffling condition. The chapters covering 
case history and objective and subjective examina- 
tions are detailed and should be of great benefit 
to the neophyte. The chapters dealing with the 
nonsurgical treatment of squint are less precise. 
Some argument might be made in favor of the 
author's use of atropine, although most authorities 
would question its use over a period of several 
years, as here advocated. The argument in favor 
of the use of prisms is supported only by the slen- 
der reed of clinical impression and fails to explain 
why use of prisms should be successful. Since no 
controls were observed, one wonders how success- 
ful such treatment really is. The type of surgical 
treatment here advocated is more in conformity 
with generally accepted opinion and is of some 
value, since it is described in some detail. This 
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book will be of interest to the sophisticated oph- 
thalmologist who is competent to judge the pros 
and cons of the author’s discussions. The beginner 
might well find it confusing and misleading. 


Proceedings, National Conference on Air Pollution, Wash- 
ington, D. C., November 18-20, 1958. U. S. Department of 
Health, Education, and Welfare, Public Health Service. 
Public Health Service publication no, 654. Paper, $1.75. Pp. 
526. Superintendent of Documents, Govern. Print. Off, 
Washington 25, D. C., 1959. 


In 1955 the federal Congress approved Public 
Law 159 which directed the Public Health Service 
to conduct and support research and to provide 
technical services to state and local governments and 
to private agencies in matters of pollution of the air. 
Here in some 500 pages are the proceedings of a 
national conference called by the Public Health 
Service to review the results of this law, to appraise 
the law itself, and to plot a course to be followed in 
the future. 

Physicians will find several topics with direct 
medical implications in the sections about the fogs 
of the Meuse Valley, Belgium, Donora, Pa., and 
London and about the fall-out problems of nuclear 
testing. The book should prove a source of informa- 
tion on air pollution and may well be the second 
milestone on the way toward a clean atmosphere. 


Modern Dermatologic Therapy. Edited by Thomas H. 
Sternberg, M.D., Professor of Medicine (Dermatology) and 
Assistant Dean for Postgraduate Medical Education, Uni- 
versity of California School of Medicine, Los Angeles, and 
Victor D. Newcomer, M.D., Associate Professor of Medicine 
( Dermatology), University of California School of Medicine, 
Los Angeles. University of California medical extension series. 
Cloth. $10. Pp. 520, with illustrations. Blakiston Division, 
McGraw-Hill Book Company, Inc., 330 W. 42nd St., New 
York 36; 95 Farringdon St., London, E. C. 4, England; 253 
Spadina Rd., Toronto 4, Canada, 1959. 


This compilation of papers read at a symposium 
sponsored by the University of California at Los 
Angeles, in 1958, well demonstrates that cutaneous 
medicine is a dynamic subject with broad applica- 
tions. Among the subjects discussed were the so- 
called collagen diseases, light eruptions, pigmen- 
tation, psychiatric aspects of dermatology, steroid 
therapy, and such diseases as psoriasis, warts, acne, 
and eczema. The articles were contributed by 
about 20 experienced teachers. As with all such 
cooperative efforts, presentations are a bit uneven, 
but the editors have managed to maintain a high 
degree of uniformity. Of more importance is the 
fact that the material covers the many recent ad- 
vances in dermatology in a way that textbooks 
cannot accomplish. The book consists mostly of 
text with but few illustrations; the emphasis 
throughout is on modern methods of therapy, and 
each article is documented with bibliographic ref- 
erences. The index is complete. This book accu- 
rately reflects dermatological progress in practical 
terms and is a useful volume. 
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TREATMENT OF PLANTAR WARTS 
To THe Eprror:—Please advise regarding the latest 
and most effective therapy for plantar warts and 
callouses. 

A. B. Kores, M.D., Beaver Dam, Wis. 


Answer.—In a recent symposium on warts (Post- 
grad, Med. 25:221, 1959) Cornbleet and Morse re- 
viewed modern therapy for warts. They found that 
there is no one specific and definitive treatment for 
plantar verrucae. Under suitable circumstances, 
topical applications, radiotherapy and/or destruc- 
tive surgical measures may be indicated and are 
curative. In any or all, patience will be rewarded 
by cure without serious or undesirable sequelae. 
Forty per cent salicylic acid plaster applied to the 
wart to cover a generous rim around it should be 
left in place for a week. This may be repeated for 
as many as 8 or 10 weeks. At the end of each week, 
the sodden part of the callous and wart that pares 
off readily should be removed before new plaster is 
applied. Mosaic and multiple warts respond better 
to this form of therapy than do single lesions. The 
latter respond more readily if the plaster method is 
combined with 360 r of x-ray therapy or radium 
equivalent given in one dose carefully localized to 
the wart. Injections of procaine hydrochloride at 
the base of a lesion relieve pain and are sometimes 
curative. Other agents so used should not be of a 
kind to produce ulcers and scars. The latter are 
often painful, become keratotic, and in the long 
run are worse than the original wart. For the same 
reason, surgery and deeply destructive measures 
such as with cutting or desiccating currents may 
leave undesirable sequelae, except in the hands of 
the most skillful and experienced operators. Many 
other forms of therapy have been proposed and are 
at times successful. These are too numerous to list 
or discuss here. 


VITAMIN B,. AND SKIN DISEASES 
To THe Eprron:—Please furnish information on the 
mode of action and uses of vitamin B,» in treat- 
ment of skin diseases. 
W. E. Kelley, M.D., Omaha. 
Answer.—No studies have been done on possible 
specific action of vitamin B,, on the skin. Vitamin 
B,» has been used extensively in trials to influence 
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various dermatoses, but its effectiveness has not 
been reliably established in any. Among dermatoses 
treated are psoriasis, lupus erythematosus, herpes 
zoster, ichthyosis, and many others. 


STAPHYLOCOCCUS ALBUS VIRULENCE 

To tHe Eprror:—Recently we have cultured Staph- 
ylococcus albus from a wound infection, and cul- 
tures taken in the operating room have shown the 
same organism. Are there any circumstances 
under which Staph. albus can be considered 
pathogenic? Please explain the presence of Staph. 
albus in a culture taken from a newly opened 
abscess. Is there any significance in the number 
of colonies obtained over a given period of time 
in an open Petri dish in the operating room? 

R. P. Froeschle, M.D., Hazen, N. D. 


Answer.—It is probably unwise to attempt to 
identify virulent staphylococci by the color of the 
colony produced on culture. Infections of a 
serious type have been caused by strains having 
the appearance of Staph. albus. Of greater signifi- 
cance is the bacteriophage type and its ability to 
produce coagulase, hemolysin, and fermentation of 
mannitol. It is possible for a staphylococcus having 
the cultural characteristics of an albus strain to 
produce an abscess. This would be particularly true 
in diabetic or debilitated patients. 

It is difficult to attach any real significance of 
pathogenicity to the number of colonies of staphy- 
lococci obtained over a given period of time in an 
open Petri dish in the operating room. The number 
of colonies obtained will vary with the time of day, 
the number of personnel in the operating room, 
adequacy of the ventilating system, and cleanliness 
of the area. There is little evidence to indicate that 
airborne bacteria in an operating room play any 
real part in the production of postoperative wound 
infections. 

It is probable that variations in aseptic technique 
and the presence or absence of infected patients 
and personnel in an operating room will influence 
the number of virulent staphylococci settling out on 
the Petri dish or contaminating exposed wounds. 
This is an area under intensive investigation at 
present, since the role of airborne staphylococcic 
infection has been essentially undetermined. Evi- 
dence indicates that the most significant factor in 
the spread of staphylococcic disease within hospi- 
tals is contact of susceptible patients with infected 
individuals or carriers of virulent strains. 
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RECTOSIGMOIDAL POLYPS 

To tHe Eprror:—What is the upper limit recom- 
mended for removal of rectosigmoidal polyps 
through the sigmoidoscope? In trying to remove 
a polyp at about the 22-cm. level, I had con- 
siderable difficulty and finally resorted to trans- 
abdominal removal. After a polyp is removed, 
how often should the patient be examined and 
for how long? Our x-ray specialist takes two 
days to do barium enema and air contrast stud- 
ies. This means an extra hospital day plus the 
inconvenience of repeated enemas. What is the 
advantage in doing this over a two-day period? 


M.D., Pennsylvania. 


ANswer.—Any pediculate polyp within reach of 
the 25-cm. sigmoidoscope can be destroyed (or 
removed) by means of electrosurgery provided its 
point of origin from the intestinal wall can be 
clearly visualized. If the point of attachment of the 
polyp is beyond visualization, the polyp can easily 
slip cephalad and thus be beyond reach. This is 
the so-called phantom polyp, which can be visual- 
ized easily if the polyp lies distal to its point of 
attachment but may vanish from sight on passing 
proximal to its point of attachment. Such a lesion 
requires removal via abdominal section and colot- 
omy. Should abdominal section and colotomy be 
done, endoscopic examination of the entire colon 
should be performed through multiple (usually 
three) colotomy openings. Small polypoid lesions, 
not demonstrated on roentgenographic study of the 
colon, can thus be discovered and removed or 
destroyed. 

Any small, sessile polyp, not more than 3 mm. in 
diameter, which can be visualized on endoscopy, 
can be destroyed by means of fulguration. Larger 
sessile polyps which lie on the posterior rectal 
wall can be treated by electrosurgical methods. It 
should always be remembered, however, that a 
larger sessile polyp may harbor in its depths cells 
which have already undergone malignant change. 
For such a lesion, it is obvious that electrosurgery 
may not provide adequate anticancer therapy. 
Patients who have been treated for polyps of the 
terminal portion of the intestine should undergo 
proctosigmoidoscopy at 3, 6, and 12 months after 
completion of therapy and then at yearly inter- 
vals for five years and even indefinitely in some 
instances. 

_ If the radiologist is willing to study a patient's 
colon over a two-day period, both physician and 
patient are indeed fortunate, because adequate 
radiologic survey of the colon is difficult and time- 
consuming. The advantage of the two-day period 
is a greater salvage rate in patients. It is advisable 
not to limit proctoscopic study to rectal cases. It 
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should be done for every patient who is a candi- 
date for a thorough physical examination, regard- 
less of history. 


INJECTION THROUGH VACCINATION SCAR 
To tHe Eprror:—Would there be any detrimental 
effects from giving an intramuscular injection of 
penicillin through an old vaccination scar? 
J. R. Dickason, M.D., Vermilion, Ohio. 


Answer.—Aside from the mechanical difficulty 
of going through the scar, there probably would be 
no detrimental effects from giving an injection of 
penicillin intramuscularly through an old vaccina- 
tion scar. Under ordinary conditions one should 
give any injection through normal skin. 


INTRACTABLE TRICHOMONIASIS 

To tHE Eprtor:—Intractable trichomoniasis is pres- 
ent in a patient who has had abdominal hyster- 
ectomy and who also has had Skene’s glands 
eliminated by  fulguration. Trichomonacides 
given orally for weeks at a time, and vaginal 
suppositories, cause temporary recession, but 
after a week there is recurrence. Sexual relations 
have been with a condom for months, with no 
apparent chance for reinfection from the husband. 


Eugene McCarthy, M.D., Plainview, Texas. 


ANSweER.—Persistent trichomoniasis is perplexing 
and frustrating to both the patient and physician. 
Since this patient has had a total hysterectomy, 
the cervix is eliminated as a contributing factor. 
The question does not state whether the patient 
still has ovarian function or is in the menopause. 
If the latter is the case, estrogen therapy would 
build up the vagina sufficiently to eliminate the 
process and establish a normal bacterial flora. Estro- 
genic therapy might have to be carried on for a few 
weeks. One may use 0.5 mg. of stilbestrol daily for 
three to four weeks and then reduce it gradually 
to once or twice a week. If the patient still has 
ovarian function, then one should consider complete 
urethroscopic and cystoscopic examination. Some- 
times secondary lesions within the urethra or the 
bladder may be focal sites. One also should stress 
the need for proper vulvar and anal hygiene. Even 
though the organisms do not come directly from 
the intestine, the bacterial flora of the vagina may 
be related to that of the intestinal tract. When 
many therapies have failed, improvement may be 
obtained by using a heaping teaspoon of powdered 
alum in a quart of water each night as a douche, 
after which alpha or beta lactose in tablet form 
(2 to 4 Gm.) is inserted. This material can be 
placed in gelatin capsules (no. 12 veterinary). The 
douche makes certain there is not an accumulation 
of glucose. The purpose of the lactose is to enhance 
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a normal microbiological environment. Antiseptics 
and protozoacides are notoriously ineffective. Treat- 
ment directed at the gastrointestinal tract is equally 
ridiculous in light of the microbiological facts. 
Trichomonads cannot thrive in the presence of a 
normal vaginal flora. 


WHIPLASH INJURY AND EPILEPSY 

To THe Eprror:—A person having a history of grand 
mal epilepsy sustained a so-called whiplash injury 
of the neck from sudden hyperextension-hyper- 
flexion while riding in an automobile. Some few 
weeks later, a grand mal seizure occurred. Would 
this or subsequent seizures, with opisthotonoid 
spasm, aggravate or prolong an otherwise nor- 
mally healing whiplash injury? M_D., Illinois. 


Answer.—The answer to this question must be on 
a purely speculative basis, since there are no good 
studies of the normal healing of soft tissues in 
whiplash injuries and actually no good objective 
evidence as to the specific pathology involved. If 
one assumes that there are no fractures or disloca- 
tions and no protrusion of a cervical intervertebral 
disk as a result of the acceleration-deceleration in- 
jury, one must presume that the injury is to the 
ligaments, capsules of the joints, muscles in the 
neck, or perhaps the blood vessels. In such case, 
the injury is analogous to a sprain of the ankle. 
Therefore, grand mal seizures within the healing 
period, which would probably be three to six weeks 
after the injury, would definitely prolong that period 
and might aggravate previous injury to the soft 
tissue structures. It must be emphasized that this 
opinion is purely speculative and not based on 
objective findings. The problem of the normal heal- 
ing period for the so-called whiplash injury is in 
itself extremely complex. 


MIGRAINE HEADACHE 

To THe Eprror:—A woman has had migraine head- 
ache recurring about every third day and accom- 
panied by persistent vomiting which continues 
until relieved by a narcotic. She has used several 
different preparations and has consulted various 
neurologists but found no relief. Any suggestion 
will be appreciated. M.D.. Arkansas. 


Answer.—For vasodilating headaches occurring 
as frequently as mentioned, two therapy approaches 
should be considered. The first is the interval treat- 
ment, which should be given on a regular basis 
without regard to occurrence of the headaches. 
This should be combined medication consisting of 
a sedative and an analgesic or of a sedative and a 
small amount of an ergot preparation. There are 
several of each of these types of drugs now on the 
market. Such medication should be given at least 
four times daily, unless there is too much drowsi- 


ness. 
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The second approach is treatment of the individ- 
ual headache. Usually the most effective immediate 
relief is derived from a very slow intravenous in- 
jection of dihydroergotamine methanesulfonate. If 
vomiting does not prevent it, sometimes oral ad- 
ministration of an ergot preparation will be almost 
as effective. The disadvantage of ergot preparations 
is that, if they have been given frequently, their 
withdrawal may precipitate rather severe head- 
aches. This is aside from the well-known vasotoxic 
effect of such drugs. Occasionally dimenhydrinate 
given intravenously in doses up to 50 mg. is effec- 
tive in the immediate treatment for such headaches. 
Another useful immediate treatment for the indi- 
vidual headache is inhalation of 100% oxygen 
through a mask. This often gives prompt relief of 
vasodilating headaches. Recently the role of sero- 
tonin in the production of vasodilating headaches 
has been studied, and some investigators have sug- 
gested that drugs which inhibit the action of 
serotonin may be useful preventive tools. Several 
such drugs have been under investigation, but it is 
premature to pass judgment on their effectiveness. 


REACTION IN TATTOOING 

To THE Eprror:—A 28-year-old man has marked 
itching and swelling of tattooed skin on the exten- 
sor surfaces of both forearms. Areas of red pig- 
ment tattoo show marked elevation, swelling, and 
tenderness. The patient is afebrile. One small, 
nontender lymph node is palpable in the left 
axilla. The tattoos were inscribed 7 and 12 years 
ago and have been asymptomatic. History of 
allergies is negative. The patient gives no history 
of contact with any foreign substances or of in- 
gestion of drugs or unusual foods. Is this an ex- 
ample of Arthus’ phenomenon? What may precip- 
itate this condition, and why did the reaction 
occur after such a lapse in time? What is the 
reason for this selective reaction to the red pig- 
ments? Are metallic pigments more prone to sen- 
sitization than vegetable substances in tattooing? 
What are recommendations for treatment? Would 
surgical excision of the affected tissue be indi- 
cated if the condition continues? 

Mathew Lee, M.D., Washington, D. C. 


Answer.—This is not an Arthus phenomenon. An 
Arthus phenomenon is usually a necrotic reaction 
that immediately follows a second exposure to the 
causative agent. This condition is not spontaneous. 
There must have been a mercurial contact or in- 
gestion of mercury not recognized by the patient, 
such as a mercurial preparation applied to a minor 
skin injury, a mercurial laxative, or an amalgam 
tooth filling. Red pigment used in tattooing is usu- 
ally cinnabar, an insoluble mercury preparation. 
Apparently over the years infinitesimal amounts of 
mercury, though insoluble, have been absorbed and 
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systematized, producing an allergic type of sensi- 
tivity. Metallic pigments are possibly more sensitiz- 
ing than vegetable substances. Sensitization re- 
actions to tattooing are rare. If the dermatitis does 
not subside spontaneously, warm compresses of 
boric acid solution several times daily followed by 
use of zinc oxide ointment and administration of an 
antihistamine, such as diphenhydramine or tripelen- 
namine hydrochloride, should suffice. Surgical ex- 
cision is unnecessary and, if the lesions are exten- 
sive, is not feasible. 


ANTICOAGULANTS AND OCCULT 

HEMATURIA 

To tHe Eprron:—What is the frequency of micro- 
scopic hematuria in postcoronary patients main- 
tained on prophylactic long-term anticoagulant 
therapy with the prothrombin time maintained 
at one and one-half to two times normal? May 
renal impairment be expected, ultimately, from 
persistent microscopic hematuria under such cir- 
cumstances? — Irvin Dunsky, M.D., Cincinnati. 


Answer.—The exact frequency of microscopic 
hematuria in postcoronary patients maintained on 
prophylactic long-term anticoagulant therapy is not 
known, but in a large clinic devoted to this form of 
study the incidence has been found to be between 
20 and 30% of the patients observed during a 
period of one or more years. In most of these pa- 
tients, the hematuria was found from time to time 
at intervals of weeks or months. Unless daily urine 
specimens were studied for years, it would not be 
possible to detect all instances of transient micro- 
scopic hematuria. Persistent microscopic hematuria 
in excess of the normal red blood cell loss is rare in 
the absence of some lesion of the urinary tract or of 
renal calculi. A high concentration of uric acid 
crystals may be associated with hematuria, espe- 
cially if the patient is on long-term anticoagulant 
therapy. There is no evidence that persistent micro- 
scopic hematuria that might be due to anticoagulant 
therapy alone produces any renal impairment. Pa- 
tients without persistent hematuria have now been 
kept on long-term bishydroxycoumarin therapy up 
to 13 years with no evidence of liver or kidney 
damage. 


EDEMA OF SCROTUM AND PENIS 
To tHE Eprror:—A 15-year-old boy has marked 
lymphedema of the scrotum and penis. He has 
received steroid therapy without effect. Please 
suggest therapy or a center where therapy can 
be obtained. 
F. C. Buffington, M.D., Norman, Okla. 


ANswer.—Edema of the scrotum and penis in a 
15-year-old boy may be of congenital origin, espe- 
cially if it has been present since early childhood. 
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In such a case, it is most likely due to a lymph- 
angioma involving the lymph drainage into the 
abdomen accompanying the venous plexus that 
drains into the hypogastric and spermatic veins 
and the various venous channels of the scrotum 
and penis communicating with the hypogastric 
veins. On the other hand, if it is of more recent 
origin, there could also be an accompanying throm- 
bosis of the venous channels. Such obstruction 
could be determined by an interosseous venogram, 
the contrast medium being injected into the tro- 
chanters of both femora. This method results in 
clear visualization of the venous channels of the 
pelvis. 

Another possibility is lymphedema praecox, a 
congenital condition for which there is no expla- 
nation. Lymphedema of the scrotum and penis may 
also be due to recurrent thrombophlebitis of the 
central scrotal vein. Anticoagulant treatment pro- 
duces palliative results. A surgical procedure that 
might be of help is wide anastomosis of one side 
of the scrotum to the thigh, as is done in a Torek 
operation. If this seems to help, then the other side 
could be anastomosed also. A medical procedure 
of value might be the use of hydrochlorothiazide 
as a diuretic. This would be only palliative, and 
repeated courses of the drug would be required. 
The vascular and urology services, University Hos- 
pital, Oklahoma City, should be a satisfactory 
source of assistance. 


FLUORIDE APPLICATION TO TEETH 
To tHE Eprror:—Please advise mechanism of ac- 
tion of topical application of fluorides on dental 
enamel in reducing dental caries. Current litera- 
ture seems to be contradictory and confusing. 
J. M. Coppoletta, M.D., Oakland, Calif. 


Answer.—According to the American Dental 
Association, use of fluoride preparations, topically, 
is based on the assumption that the fluoride will 
react chemically with the tooth to produce less 
soluble enamel. Therefore, a longer period of time 
or a larger amount of acid would be required to 
decalcify the tooth (Volker, Proc. Soc. Exper. Biol. 
& Med. 42:725, 1939). Clinical studies have indi- 
cated that in a group of children topical applica- 
tion of fluoride solutions reduces the incidence of 
new carious lesions by as much as 40% (Syrrist 
and Karlsen, Brit. Dent. J. 97:1, 1954; Sundvall- 
Hagland, Sodium Fluoride Application to Decidi- 
ous Dentition: Clinical Study, Stockholm, the 
Eastman Dental Clinic, 1955). 

Excellent articles on dental significance of fluo- 
ride are available in published symposiums of the 
American Association for the Advancement of 
Science (Fluorine and Dental Health, 1942; Dental 
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Caries and Fluorine, 1946; Fluoridation as Public 
Health Measure, 1954). Several of these references 
discuss possible mechanisms of action. It is under- 
stood that no specific mechanism can be agreed on 
at the present time; the finding has been more or 
less empirical. 


CARCINOMA IN IDENTICAL TWIN 

To rue Eprror:—What is known regarding the 
chance of development of carcinoma in an iden- 
tical twin when a malignant lesion is found in the 
other? Specifically, the situation involves a pri- 
mary diffuse duct cell carcinoma of the liver in a 
58-year-old woman who is an identical twin. 

M.D., California. 


Answerr.—The occurrence of cancer in one of a 
pair of identical twins does not, in general, imply a 
high expectation of cancer in the other. Among 
identical twins having malignant disease, in 10 or 
15% of the pairs both persons are affected; in about 
half of these pairs, the primary tumors originate in 
different organs. The proportions are lower in fra- 
ternal twins. Translation of the observed rates into 
annual expectancy for a surviving twin is not 
feasible, but this figure would still be favorably low. 
The findings to date do not show differences among 
types of neoplasm, but the rare forms with strong 
hereditary causation, such as retinoblastoma and 
multiple polyposis of the colon, would carry a rela- 
tively high risk for twins of affected partners, as it 
would for siblings. Among hundreds of primary 
liver tumors reported in the literature, there is a 
dearth of references to twins. It is therefore un- 
likely that occurrence in the partner of an affected 
twin is more probable for primary carcinoma of the 
liver than for other malignancies. 


CAUSE OF SCIATIC PAIN 

To tHe Eprron:—A woman, aged 56, with sciatic 
pain on the left has x-ray evidence of marked 
sclerotic changes in the aorta and iliac vessels. 
She is receiving diathermy treatments and ther- 
apy with buffered prednisolone and aspirin. The 
sciatic pain is not constant but occurs most often 
when the patient turns over in bed. The Wasser- 
mann test gave negative results; the complete 
blood count was normal; and urine was nor- 
mal. Please suggest further treatment for this 
patient. Is there any connection between the 
sciatic pain and the condition of the blood 
vessels? 

J]. M. Bodenheimer, M.D., Shreveport, La. 


Answer.—While it is possible that sciatic pain 
may be associated with sclerotic changes in blood 
vessels, it is most apt to be of neurogenic origin 
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caused by pressure on the nerve roots somewhere 
along their course, and most frequently where they 
leave the intervertebral foramina. This patient 
should have detailed neurological and orthopedic 
examinations, as well as a pelvic examination, for 
pelvic abnormality may cause pain of this type. If 
there are any neurological defects, she should have 
spinal fluid examination and possibly even myelog- 
raphy. If no specific cause is found, she should be 
treated with strict bed rest on a hard bed, heat, 


_ massage, and physiotherapy, possibly even with 


pelvic traction. 


McWHIRTER TECHNIQUE 
To rue Eprror:—Please advise regarding a source of 
specific information on the McWhirter technique 
of radiation therapy of cancer of the breast. 
John H. Frierson Jr., M.D., South Boston, Va. 


AnsweR.—The technical data for administration 
of treatment do not appear in Professor McWhirter’s 
publications. A paper by Garland (Radiology 70:159, 
1958) contains a discussion of this technique with 
illustrations, as well as a personal communication 
from Professor McWhirter concerning the tech- 
nique currently used. 


PLEURAL CAVITY STERILIZATION 

To tHe Eprror:—Can a_ benzalkonium chloride 
solution be used to “sterilize” a pleural cavity dur- 
ing surgery, as, for example, after lung decortica- 
tion for empyema? If so, what concentration 
should be used? M.D., Mexico. 


Answek.—It is most unlikely that a solution of 
benzalkonium would “sterilize” the pleural cavity 
after lung decortication for empyema. Moreover, 
with the raw surface which might be present, use 
of the solution might be somewhat dangerous. 
Antibiotics have been used locally under these 
circumstances but are of questionable value. The 
best prophylaxis against infection is the systemic 
use of a suitable antibiotic and prompt reexpansion 
of the involved lung. 


RECTOSIGMOID DIVERTICULITIS 

To THE Eprror:—A 62-year-old male has had mild 
rectosigmoid diverticulitis for about eight years. 
This occasionally becomes subacute. There is 
x-ray evidence of narrowing in the rectosigmoid 
area but no true obstruction or distention. Please 
advise as to the best method of handling this 
case. M.D., California. 


Answer.—The approved treatment of diverticul- 
itis of the type described is removal of the in- 
volved area of the colon by surgery. 
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Pro-Banthine’ with Dartal° moderates both 
mood and gastrointestinal spasm 


The slow simmer of anxiety frequently causes 
kindred gastrointestinal overactivity. The 
spasticity and the accompanying distress of 
excess acid lead to loss of efficiency. Patients 
subject to such psychoenteric upsets require 
therapy to calm both ends of the vagus. 
Pro-Banthine with Dartal contains two 
agents required for such dual therapy: Pro- 
Banthine to control and curtail the flare-ups 
of spasm, excess acidity and excess motility, 


and Dartal to smother simmering anxiety and 
tension. 

Pro-Banthine with Dartal contains 15 mg. 
of Pro-Banthine (brand of propantheline bro- 
mide) and 5 mg. of Dartal (brand of thio- 
propazate dihydrochloride) in each tablet. 


Dosage: One tablet three times a day. 


G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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SENSITIVE 
TO 


CHLOROMYCETIN 


MANY STRAINS OF HOSPITAL STAPHYLOCOCCI 


i The organism that is often involved in minor and major bacterial infections!—staphylococcus aureus —is 
still sensitive to CHLOROMYCETIN in a great many instances.?.3 One recent survey, for example, reveals 
that, in most hospitals, the proportion of strains of staphylococci resistant to chloramphenicol 
[CHLOROMYCETIN] is “... generally less than 10%.”4 

In a comparative hospital study, extensive use of CHLOROMYCETIN over a five-year period did not result 
in increased resistance of staphylococci to the drug.5 Other investigators describe as impressive “...the con- 
sistently high sensitivity pattern maintained by staphylococcal strains isolated in hospitals where use of the 
antibiotic has not been curtailed.”6 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain 
other drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 
REFERENCES: (1) Brown, J. W.: J.A.M.A. 166:1185, 1958. (2) Schneierson, S. S.: J. Mt. Sinai Hosp. New York 25:52, 1958. 
(3) Goslings, W. R. O., & Biichli, K.: Arch. Int. Med. 102:691, 1958. (4) Blair, J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (5) Royer, A., 
in Welch, H., & Marti-Ibaiiez, E: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. (6) Woodward, 


T. E., & Wisseman, C. L., Jr.: Chloromycetin (Chloramphenicol), New York, Medical Encyclopedia, Inc., 1958, p. 9. (7) Suter, L. S., & 
Ulrich, E. W.: Antibiotics & Chemother. 9:38, 1959. 
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175 strains 


176 strains 


159 strains 


178 strains 


IN VITRO SENSITIVITY OF STAPHYLOCOCCUS AUREUS 
TO CHLOROMYCETIN AND TO THREE OTHER ANTIBIOTICS* 


CHLOROMYCETIN 81.6% 


ANTIBIOTIC A 48.3% 


ANTIBIOTIC B 37.1% 


ANTIBIOTIC C 36.5% 
0 20 40 60 80 100 


*Adapted from Suter & Ulrich.? These antibiotics were tested by the tube dilution 
method, using a concentration of 12.5 mcg/ml. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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535 N. Dearborn St., Chicago 10, Ill. 
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SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 


year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL AssocIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is to be a change in your address, THE 
JounNAt or any other A. M. A. periodical to which 
you subscribe should be notified at least six 
weeks before the change is made. The address label 
clipped from your latest copy of the periodical, 
and the old and new address, including your postal 
zone number, should be included in the new ad- 
dress. Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
Separate sheet for each subject. 


CONTRIBUTORS 


EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
or THE AMERICAN MEDICAL AssociA- 
TI0Nn is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue Jounnac if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in Tne JounNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
~—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen, Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe Jounnat do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tue JounnaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 
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A price list describing the various publications 
of the Association will be sent on request. 
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THE DIETENE NIBBLER 


Both “nibblers’ 
but ones 
losing weight 


One eats fattening nibbles. The other 
drinks a Dietene Milk Shake to satisfy 
the craving for “something good to 

eat”? between meals—part of a sound 
reducing program. 

Two Dietene Milk Shakes daily 
supply 36 grams of protein fortified 
with essential vitamins and minerals, 
providing more than half of a day’s 
nutritional requirements. And Die- 
tene’s good taste solves the problem 
of between-meal nibbling. 

Thus obese patients find it easy to 
accept reduced portions of the wide 
variety of foods in the Dietene 1000 
Calorie Diet. They lose weight safely 
and sensibly . . . and like it. 


FREE 1-POUND CAN OF DIETENE 
See how quickly it mixes with 
skim milk, how good it tastes. 


5 


THE DIETENE company 
Minneapolis 16, Minn. DA-9199 


cond me free und can of 
Instant Dietene (regularly $1.89) and 
free of Dietene Diet Sheets. 
Nam 


ddress 
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CLASSIFIED ADVERTISEMENTS 


Advertisements under the following headings 
are charged at the rate of $9.75 per insertion for 
30 words or less: additional words 35¢ each. 


WANTED WANTED FOR SALE 
Assistants Situations Practices 
Physicians Nurses Hospitals 
interns & Resi- Professional & Equipment 

dents Technical Aides Books 
Locations Apparatus 
Locum Tenens ooks FOR RENT 
Partners Hospitals ABSTRACTING 


SEMI-DISPLAY ANNOUNCEMENTS 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $12.25 
= eneatuae for 30 words or less, additional words 60c 


BOX NUMBER ADVERTISEMENTS—a fee of 
60c is charged to have answers sent care of A. M. A. 
Count 4 words for box number instructions. 
Letters sent in care of THe JouRNAL are forwarded 
promptly. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


COMMERCIAL ANNOUNCEMENTS 
For classified advertisements of a commercial or 
promotional nature, the rate is $12.50 for 20 words 
or less, additional words 40c each. For semi- 
display, $15.75 for 20 words or less; additional 
words 55c each. This rate is for each insertion. 
Box number charge same as personal ads. This 
applies to advertisements of firms or individuals 
in business such as: 
Publishers 
Printers Suppliers Resorts 
In fact, anything but personal classified ads, 


Manufacturers insurance 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


KAISER FOUNDATION HOSPITALS’ SYMPOSIUM 
on the Physiology of Emotions, ha ge Hotel, San 
Francisco, October 9-10. Dr. Martin Shearn, 280 W. 

MacArthur Bivd., Oakland, California. 


RESIDENCY WANTED 


RESIDENCY WANTED — QUALIFIED, AMERICAN 
born and educated physician; service complete; two 
years approved obstetrics-gynecology residency com- 
pleted; desires approved third year obstetrics-gynecoi- 
ogy residency; midwest. Clifford C. Bowen, MD, 3817 
Kellar Avenue, Flint, Michigan. 


DIRECTORS WANTED 


CLINICAL DIRECTOR—460 BED MENTAL HOSPITAL 
under construction near Portland; ocean; mountains: 
position open July, 1960; opportunity for psychiatrist 
to plan and develop intensive treatment and outpatient 
programs; faculty affiliation; education; research en- 
couraged; eligible Oregon licensure; $13,800 to $15.- 
200; furnished home available. Write Supt., Dammesch 
Hospital, c/o Oregon State Hospital, Salem, 

regon. 


EDUCATIONAL DIRECTOR — BOARD CERTIFIED 
internist to direct educational program for interns ani 
residents and coordinate all medical policies in a 276 
bed hospital to be expanded to 500 beds; excellent 
gg staff and finest hospital equipment; salary 

McCarthy Administrator, MacNeal Memo- 
Hospital Berwyn, Mlinois, 


ASSOCIATES WANTED 


GENERAL PRACTITIONER—UNDER 35, TO ASSO- 
ciate with three man central New Jersey group: two 
years graded salary then partnership; must do obstet- 
ries; excellent hospital; religious; educational; cul- 
tural; recreational; facilities. 9815, °% AMA. 


GENERALIST — OPERATING A WELL EQUIPPED 
clinic in San Antonio, Texas; needs associate under 40 
to share offices; no investment soasired: reply avail- 
ability ‘aad qualifications. Box 9820, AMA. 


WANTED ASSOCIATE RADIOLOGIST—BOARDS OR 
eligible; town a four season playground; og ene 


pen. ta {. 
628 So. Lake Mitchell Drive, Cadillac, Michigan: 


WANTED ASSOCIATE—GENERAL PRACTICE; GULF 
Coast Alabama; growing practice, need assistance; gen- 
erous percentage basis two years; then associate takes 
over everything; without any cost to him. Box 9783, 
AMA. 

WANTED ASSOCIATE—IMMEDIATELY IN GENERAL 
practice in Hallock, Minnesota, in heart of rich red river 
valley; new thirty eight bed community hospital in 
town and one Rw doctor; home available terms open. 
Box 9692, % A 


EXCELLENT OPPORTUNITY -- FOR ASSOCIATE IN 
general practice; new two man clinic in Michigan town 
of 10,000; 80 bed hospital; salary ree on train- 
ing and experience. Box 9714, AMA 


(Continued on page 224) 
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what lurks pr the broad spectrum? 


“Broad spectrum” has evolved into an especially apt term to describe a growing number of “specialized” antibiotics. 
These provide one of the best means of destroying pathogenic bacteria which range all the way from large protozoa 
through gram-negative and gram-positive bacteria to certain viruses at the far end of the spectrum. 

But beyond the spectrum lurk pathogenic fungi. Aggressive infections often require intensive broad spectrum antibiotic 
attack. It becomes more apparent every day that fungal superinfections may occur during or following a course of such 
therapy.’ Long term debilitating disease, diabetes, pregnancy, corticosteroid therapy, and other causes may predispose 
to such fungal infections*** as iatrogenic moniliasis. These facts complicate the administration of antibiotics. 
Mysteclin-V controls both — infection and superinfection. Mysteclin-V makes a telling assault on bacterial infectfons 
and, in addition, prevents the potentially dangerous monilial overgrowth.*** Mysteclin-V is a combination of the 
phosphate complex of tetracycline —for reliable control of most infections encountered in daily practice — and 
Mycostatin, the first well-tolerated antifungal antibiotic. 

Case history after case history marked “recovered” provides clinical evidence of the special merit of this advance in 
specially designed antibiotics. When you prescribe Mysteclin-V, you provide “broad therapy” with extra protection that 
extends beyond the spectrum of other antibiotics. ano anc sqviee 


Tetracycline Phosphate References: 1. Dowling, H. F.: Pestereé. 
. une) 1958. 2. Gimble, A. I.; Shea, G., 
Complex equiv. Mycostatin Antiblo in tn Annual 1965-1966, New “York,” cal 
clo inc 3 in Knee 
Tetracycline HCI (mg.) units a Bui few tew York Aen cad, 


Wor 
33: isha 1957. 4. Rein, Lewis, L. A. 
L. biotic Mi Clin. 4:771 1967. 


Supplied: 


Mysteclin-V Capsules (per capsule) 250 250,000 
Mysteclin-V Half-Strength Capsules (per capsule) 125 125,000 
Mysteclin-V Suspension (per 5 cc.) 125 125,000 Chemberiain, Durres, Au From, 

Mysteclin-V Pediatric Drops (per cc. — 20 drops) 100 100,000 | Ther, Gor} 


Mystecliin -V @ <=. 


sQquisB TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) the Priceless Ingredient 
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27 pounds lost in 19 days; ascites and 


Before Esidrix: 
Weight 176 Ibs. 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


Date 3/3} 3/4] 3/6} 3/7] 3/8 | 3/12) 3/13 |3/14 3/16 |3/ 17} 3/18 [3/19 |3/20 |3/21 |3/ 22 [3/23 
178} 176} 170 | 169 | 167 | 159 | 158) 158 | 157 | 153 | 155 155 | 156 | 154 [154 | — | — | 151 [149 


Rx M* Esidrix 50 mg. b.i.d. 


* Mercurial diuretic 


(hydrochlorothiazide CIBA) 


eminently effective whenever diuresis is desired 


Indicated in: congestive heart failure . . . nephrosis and nephritis 
- +. toxemia of pregnancy . . . premenstrual edema . . . edema of 
pregnancy . . . steroid-induced edema . . . edema of obesity 


Supplied: Esidrix Tablets, 
25 mg. (pink, scored) 

and 50 mg. (yellow, scored); 
bottles of 100 and 1000. 
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After 19 days on Esidrix: 
Weight 149 Ibs. 


pedal edema reduced with Esidrix 


H. K., 44 years old, was admitted 
to the hospital on 3/3/59 with 
complaints of swollen abdomen, 
swelling of both legs and exer- 
tional dyspnea. These symptoms 
had been intensifying over a 
three-week period. The patient’s 
history included heavy drinking 
since the age of 18, and one prior 
admission to the hospital in 1954 
with ascites and pedal edema. 
Diagnosis, at that time, was Laen- 
nec’s cirrhosis, and the patient 
responded well to a regimen of 
diuretics, salt restriction and mul- 
tivitamins. There was no recur- 
rence up to that leading to his 
current admission. 


a/2714MK 


‘Clinical findings worthy of note: 


Eyes — conjunctivae and sclerae 
slightly icteric. Chest—diaphragm 
elevated. Abdomen — girth en- 
larged, definite fluid wave. Liver 
palpated 4 fingerbreadths below 
the costal margin; no other pal- 
pable viscera. Extremities—pedal 
jedema (4+). 

The patient is well developed and 
‘not in acute distress. Blood pres- 
sure, 140/80 mm. Hg; pulse, 
112/min.; respiration, 20/min. 
Impression: Laennec’s cirrhosis — 
decompensated. 


_ Treatment: Mercurial diuretic on 

$/3 and 3/4, followed by Esidrix, 
50 mg. b.i.d., from 3/5 to 3/23 
when patient signed out of hos- 
pital. Esidrix induced copious 
diuresis resulting in almost com- 
plete disappearance of edema. 
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FOR 
CONSTIPATED 


BABIES 
and CHILDREN 


Borcherdt’s 


MALT SOUP EXTRACT 


/(MALTSUPEX) 


It’s not a drug—it’s a food supple- 
ment. It helps nature function nor- 
mally by promoting favorable acid- 
uric bacteria in the lower tract and 
creates and maintains soft natural 
stools. 

Malt Soup Extract is a non-dia- 
static barley malt extract neutralized 
with potassium carbonate. It’s harm- 
less and, when necessary, can be 
given over a long period of time 
without any side effects. It causes no 
inflammation, no gas pains and re- 
stores a normal acid condition in the 
lower tract. 

For babies two tablespoonfuls of 
Malt Soup Extract is added to the 
formula. For children two table- 
spoonfuls in milk (children love it) 
twice a day or use it on cereals or in 
fruit juice. 

Some physicians prefer the liquid 
form. Many like the mild tasting, 
easily handled powder form. Both 
are available at drug stores coast 
to coast. 

8 oz. and 16 oz. bottles 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


BORCHERDT 
COMPANY 


217 North Wolcott Avenue 
Chicago 12, Illinois 
In Canada, Chemo Drug Co., Ltd. 
Toronto, Canada 


Borcherdt Company B& 
217 N. Wolcott Ave., Chicago 12, Ill, 


Gentlemen: Please send me sample of Malt Soup 
Extract ( Powder () Liquid) and literature. 
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TONICS AND SEDATIVES 
@ 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


A shabby looking tramp shuffled into a 
pawn shop in New York City and said, 
“How much will you give me for this over- 
coat?” He displayed a rather faded but 
otherwise fairly good coat. 

The pawn broker looked it over carefully 
and said, “Two dollars.” 

“Two dollars,” said the tramp, “Why this 
coat is worth ten dollars if it is worth a 
dime.” 

“I wouldn't give you ten dollars for four 
coats like it. Two dollars or nothing!” 

“You are sure that is all it is worth,” said 
the tramp plaintively. 

“Absolutely,” was the answer. 

The tramp reached into his pocket and 
took out two dollars. “Here is your money. 
This coat was hanging outside of your store 
and I wanted to find out how much it was 
worth before buying it.” 


A gentleman engaged a cab driver to take 
him to St. Michael’s Church early one Sun- 
day morning. After driving around for al- 
most two hours, they stopped before a 
church and the cabbie said, “Here you are, 
sir. 

The gentleman looked at the church and 
said, “This isn’t St. Michael’s. This is the 
Church of All Saints.” 

The cabbie replied, “That’s right, and 
you will find St. Michael among them.” 

While in jail, one cellmate was telling the 
other why he had been sentenced. 

“I am here for borrowing money, and 
that’s all,” he said. 

“But they don’t put people in jail for 
borrowing money,” the cellmate said. 

“They do in some cases.” 

“I don’t understand.” 

“Well, in this case, I had to knock the 
man down four times before he would 
lend it to me.” 


The Poetry Corner 


He called her an angel before they were wed 

But, alas, that didn’t endure 

For ere many months had passed over his 
head 

He wished that she was one for sure. 


(Continued on page 226) 
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OUR 63RD YEAR 


WOODWARD 


FORMERLY AZNOES 


185 V. Wabash Chicago, 


the counheling Avurice tr” 
with distinction over half a cantuhy. 

ANESTHESIOLOGY: (k) Hd dept; = bd, genl, JCAH 


h fee-for-serv; nr univ m 
FOREIGN: (n) Su Ob-gyn; Publ. phys w/MS; 
hsp, 300 contract, renewable; $14,000; 


family transportation ; Pacific Island. 
GENERAL PRACTICE: Able Anes; pract 
w/Surg; easily $05. 50, 000 yr No-Central. 
(u) Grp Assn; one intereste 
mprehensive med 
INTERNAL, MEDICINE: 


GP’s; $18,000 guar; 
Assn, 2 Bd Internists; ‘r 
Fla ‘lic req’d. (d) Join man orp, all 
Cot rt’d or Bd Elig; fee for serv; pref w/Allergy trng; 


NEUROSURGERY: (n) Yn man; affiliate w/3 Neuro- 
surgs 2 Bd Organic Neuro’s; $14,000 plus ofc ex- 
ist yr; decided increase, 2nd yr; city, 


oB- (0) Man or woman; assoc Dipl. Surg, Mayo 

trnd & Bd Elig Internist; compite chge ob & med 

yn (do minor gyn surg & assist major = eure: 
14,000; oppor participat’g prtnr, Ist 

+2 0; later “founding in ‘onlarecd clinics 


ross bookgs; 


= 
= 


full prtnr, 2-3 yrs cuttural, rtant ci Ss. 
PATS any (j) Full chge Clin Path labs; genl, 
, 200- sp; net over $25, 


PEDIATRICS: (c) “ dept; 7 man 


if Dipl, $18,000; oppor prtnr, 2nd yr; 
P&N: tr) Psy: Dipl; mental ‘hith div, Ige institution; 
t$ 75,000, s) 


$15,000; 
nereasg %; reg hrs; Calif. 
RADIOLOGY: (z) Hd’ dept; 250 bd, em. vol, 
hsp w/fully-apprvd Schi of X-ray tehns 


rp, most Bd men; 


about $19, ci 
sy; Assoc w/3 Neuropsys (2 Certd); 


JCAH 


STUDENT HEALTH: (v) Dir; 4 MD staff; about 10,000 
students; $12-12,500; SW 
SURGERY 


RY: (a) New orp form’g; $17-20,000 & fringe 

benefits; not far from excl med centr, S. 
cusses SEND FOR AN ANALYSIS FORM SO WE 
AY PREPARE AN INDIVIDUAL SURVEY FOR you 
offer you our best integrity—our 6 
year record of 
STRICTLY CONFIDENTIAL 


FOR RENT OR SALE 


FOR SALE OR RENT—NURSING HOME; ESTAB- 
lished ten years; recently refurbished and partially re- 
furnished; sprinkler steel fire escape, also enclosed fire 
escape; inspection invited; Homewood Convalescent 
Home, Annapolis, Md. 


FOR SALE OR RENT—NEW MEDICAL BUILDING; 
doctor and dental offices at 1900 W. 47th St., Chicago, 
Illinois, Phone: Frontier 6-4606. 


ADMINISTRATOR WANTED 


ADMINISTRATOR FOR CHRONIC HOSPITAL; 137 
beds; excellent opportunity for experienced and willing 
individual; all applications must be in writing and 
will be treated in confidence, Address: J. R. Bogante, 

C., President, Jewish Hospital of Mope, 10 St. James 


Q. 
Street, E., Montreal, Canada. 


ASSISTANT WANTED 


RESEARCH ASSISTANT—FOR BASIC RESEARCH 
and operation of heart lung pump; college education 
desired with experience in laboratory research and_ use 
of various electrical devices; salary open. Reply: Mrs. 
C. Walker, Heart Laboratory, St. Mary's Miospital, 
Cincinnati, Ohio. B 


PHYSICIANS WANTED 


PSYCHIATRISTS FOR 150 BED RESIDENTIAL DIAG- 
nostic center and 100 bed psychiatric treatment  hos- 
pital to open soon; both institutions to function in re- 
lation to Ohio delinquent youth program of diagnosis; 
intensive treatment; and recommendations to juvenile 
courts; placement agencies and industrial schools; sal- 
aries $12,000-$15,000; minimum requirements 3 years 
approved residency training including some child psy- 
chiatry; psychiatrist director of above 100 bed hospital 
$14,000-$17,000; board certified or eligible; training in 
child psychiatry plus administrative experience; apply 
now with qualification and references to Paul Kirch, 
MD, Superintendent, Juvenile are Center, 2280 
W. Broad St., Columbus 4, Ohio c 


PROGRESSIVE STATE MENTAL HOSPITAL IN VIR- 
ginia has openings for physicians at all levels; ap- 
plicants must. have Virginia license or be eligible to 
take the boards in Virginia; two years of approved 
internship in USA for foreign graduates; salary ranges 


are as follows: junior physician, $8, 400 per year to 
$9,168 per year; staff physician, $10,032 per year to 
$11,472 per year; chief of service, $10,992 per year to 


$12,528 per year; this hospital has 4600 beds ‘and is 
currently undergoing a building and remodeling  pro- 
“ram; opportunities for research; we expect to affiliate 
with the nearby medical school in the near future. 
Write to Superintendent, Box 271, Petersburg, bes = 
winia. Send full resume with first letter. 


(Continued on page 232) 
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96.9% accurate in 374 pregnancy diagnoses’... 


new, 
3-day 
oral 
test 
for 
_ pregnancy 


Pro-Duosterone’ 


anhydrohydroxyprogesterone 50.0 mg. 


activated by ethinyl estradiol 0.03 mg. per tablet 


physiologic...well tolerated...therapeutic 


Pregnancy may be diagnosed simply and conveniently in its 
earliest weeks by oral administration of Pro-DUOsTERONE® 
tablets four times daily—with each meal and at bedtime—for 
only three consecutive days. In the nonpregnant patient with 
previously regular menstrual cycles uterine bleeding usually 
occurs 3 to 7 days after progesterone therapy.? No bleeding 
occurs when pregnancy exists; on the contrary, gestation is 
protected. Moreover, in short term functional amenorrhea 
regular menstrual cycles may be restored by oral progestogen.2 


The speed and convenience of this oral diagnostic test are 
unsurpassed, and “no laboratory equipment, animals, or 
specimens are needed.”? The 3-day, oral PRo-DUOSTERONE test 
for pregnancy is also less costly than biologic methods. F inally, 
full diagnostic and therapeutic efficiency is assured by the 
small estrogen component of the Pro-DuosTERONE formula 
since “Progesterone has no action whatsoever in the absence 
of estrogens.”’*4 Supplied: bottles of 24 pink tablets. 


1. Clinical reports to the Roussel Corporation, 1958-59 (copies on request). 2. Hayden, G.E.: Am. J. Obs. & 
Gynec. 76:271, 1958. 3. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958. 4. Page, E.W.: GP 9:53, 1954. 


Roussel Corporation, 155 E. 44th St., New York 17, N.Y. 
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The Velcro fastener consists of two Nylon 
strips, one covered with thousands of 
wooly loops, the other with microscopic 
hooks. When pressed together they inter- 
lace. Yet they peel apart easily. Taylor 
Instrument Companies, Rochester, New 
York and Toronto, Ontario. 


UNBEATABLE COMBINATION! 
Tijco3 Aneroid with Velcro Cuff 


HAND MODEL 


You'll find the Tycos Hand 
Model Aneroid even handier 
with the Velcro cuff. You just 
press the two Nylon strips to- 
gether, and when you've taken 
the blood pressure, simply pull 
them apart. No more bother- 
some hard-to-fit arms! Cuff 
conforms to any adult arm size 
or shape, will not slip or bal- 
loon when inflated. Hand model 
is ideal for home and office use. 
No. 5098-V Tycos Hand An- 
eroid with Velcro Cuff . . . 


$49.50 


POCKET MODEL 


Risk of accidental dropping is 
reduced with Pocket Model 
which has gage attached to 
leather hanger . . . makes it pre- 
ferred in hospitals. And dur- 
able Velcro fastener is good 
for years of use. In break-down 
tests, the cuff was opened and 
closed more than 128,000 times 
without loss of gripping 
strength. Hand and Pocket 
model both fit in the same 
roomy leather zipper case. 

No. 5090-V Tycos Pocket An- 
eroid with Velcro Cuff . . . 


$46.50 


Taylor Lustrumenth mean accuracy rirsr 


J.A.M.A., Sept. 19, 1959 
TONICS AND SEDATIVES (Continued) 


As a wife, Eve was not much 
Still, Adam liked her touch 
No matter what she did, he was not sore 
He had no fault to find 

To him the world was kind 

The reason was: he had no mother-in-law. 


How It Staried 


Some of the expressions that are used in 
every day conversation have come down to 
us through the ages. Have you ever won- 
dered how some of the colloquial expres- 
sions we use came into being? Here are 
some derivations of words used every day. 


Why do we call a fixed price meal a table 
d’hote? The term is French and means 
table of the host. 

During the Middle Ages almost all public 
eating places were operated on what we 
now call the American plan. Guests sat at 
the table of the “host,” took whatever was 
offered, and had to pay for the entire meal, 
no matter what they ate; so, table d’hote 
came to mean complete meal at a fixed 
price. 


Why do we now say that when a person 
gets to the point, he is talking turkey? 

This comes from colonial times. An In- 
dian and a white man went hunting and 
agreed to share the game equally. 

They bagged three crows and two wild 
turkeys. The white man then divided the 
game as follows: He gave his hunting com- 
panion a crow, then he took a turkey; he 
gave the Indian another crow, then he took 
the second turkey and gave the Indian the 
third crow. When his hunting companion 
objected, he pointed out that the Indian 
had three birds and he had only two. 

To which the Indian replied, “We stop 
talk birds, we now talk turkey.” 


Why do we call a gratuity a tip? 

Years ago in English inns and taverns it 
was customary for the patrons to drop a 
coin for the benefit of the waiters into a 
box placed on the wall. On the box was a 
little sign which said, “To Insure Prompt- 
ness.” Later, just the initials were put on 
the box—T.LP. 


(Continued on page 231) 
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"Keep a rein on that temper... 
remember your blood 


ta, Rely on Your 
Walgreen Pharmacist for 
Truly Preseription Service | 
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Just what the Doctor Ordered? 
: 


whenever there is inflammation, 
swelling, pain 


VARIDASE 


STREPTOKINASE-STREPTODORNASE LECERLE 


conditions for a 
fast comeback... 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until VaripAsE stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 
had affected the increasing cellulitis, 


VARIDASE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane ... and limits infiltration. 
Prescribe VARIDASE Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission, 
VaripaseE Buccat Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


<= 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y. 
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A practical program for physicians who want 
a first hand review of the latest approaches 
to patient care. 


144 outstanding specialists from every field 
in medicine will conduct the 13th Clinical 
Meeting. The four day program will feature: 
Round table sessions, panel discussions, sym- 
posiums, lectures, closed circuit telecasts and 
motion pictures, plus 300 scientific and in- 
dustrial exhibits. 


The beautiful new Memorial Auditorium 
within walking distance from downtown 
Dallas is the site for the 13th A.M.A. Clinical 
Meeting. Completely air-conditioned, the 
Auditorium features 110,000 square feet of 
exhibit space, a 1,773-seat theater and 10 
meeting rooms where the scientific sessions 
will be held. There is also a 1100-car parking 
lot adjacent to the building. 

Dallas, population 1,050,000, is rapidly be- 
coming one of the great convention centers 
of the nation. It combines old fashioned 
Texas hospitality with some of the most 
modern convention facilities to be found any- 
where. It has excellent skyscraper hotels, and 
numerous night clubs and restaurants pre- 
senting top-flight entertainment. 


YOUR HOTEL ACCOMMODATION FORM IS FOUND ON THE NEXT PAGE. FILL OUT AND MAIL TODAY! 


round up time 


PROGRAM HIGHLIGHTS 


The Role of Medicine in the Space Age—Hubertus 
Strughold, Professor and Advisor for Research, 
School of Aviation Medicine, Randolph AFB 

Indications for Hysterectomy—Willis H. Jondahl, 
Harlingen, Texas—Lecture 

Rheumatoid Arthritis—W. Paul Holbrook, Tuscon, Ariz. 
Panel Moderator 


Colloidal Isotopes and Leukemia—Joseph M. Hill, 
Dallas-—Lecture 


Treatment of Diabetes—Randali G. Sprague, 
Rochester, Minn.—Panel Moderator 


Infectious Diseases in Children—Harris D. Riley, Jr., 
Oklahoma City—Panel Moderator 


Tranquilizers in Medical Practice—Stewart Wolf, 
Oklahoma City—Lecture 


Surgical Approaches to Parkinson’s Disease— 
William W. McKinney, Fort Worth—Lecture 


Congestive Heart Failure—James V. Warren, 
Galveston—Pane! Moderator 


Peptic Uicer in Rheumatoid Arthritis— 
Lloyd G. Bartholomew, Rochester, Minn.--Lecture 


Immunization and its Future—Blair E. Batson, 
Jackson, Miss.—Lecture 


Children’s Eyes— 
Tullos 0. Coston, Oklahoma City—Lecture 


Obstetrical Emergencies— 
Willis E. Brown, Little Rock, Ark.—Panel Moderator 


Hernia Repair— 
Francis C. Usher, Houston—Lecture 


Premarital and Marital Counseling— 
Oren R. Depp, New Orleans—Panel Moderator 


Anticoagulants and Choice of Drugs— 
James W. Culbertson, Memphis, Tenn.—Lecture 


SYMPOSIA 
Anemia * The Problem Child « latrogenic Disease ¢ 
Soft Tissue Injury « Biliary Tract Surgery « Intestinal 
Obstruction « Carcinoma of the Breast « 
Cerebrovascular Insufficiency 
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2 MILES 


HOTELS @ 


1. Adolphus 

2. Baker 

3. Dallas 

4. Mayfair 

5. Melrose 

6. Sheraton-Dalias 
7. Southland 

8. Statler-Hilton 
9. Stoneleigh 
10. Travis 

11. White Plaza 
12. Whitmore 


MOTELS 


21. Alamo Plaza 
22. Belmont Motor 
23. Dallasite 

24. Holiday Inn 


25. Lido Motor 
26. Oaks Manor 
27. Town House 
DALLAS MEMORIAL AUDITORIUM 
7 Please print or type four choices of Hotels or Motels: 
ROOM(S) with...double bed or....twin beds for... person(s). Rate $........ 
Ste (parlor and bedroom) for person(s). Rete $ 


Rooms will be occupied by: 


Name Street Address City 


if you are an industria! exhibitor, be sure to give neme of firm and individuals to occupy room or rooms 


reserved. ‘ 


(Please attach list of additional names if you do not have sufficient space here. Also list ages of children, if any.) 


Single Double Twin Suites ) 
(Headquarters Hotel—No Room Accommodations Available) 
$ 5.50-$11.00 $ 7.50-$13.00 $ 9.00-$14.00 $23.00-$65.00 
5.00- 8.00 8.00- 10.00 8.00- 12.50 18.00- 24.00 
5.00- 6.00 7.00- 12.00 8.00 
6.00- 10.00 9.00- 12.00 18.00- 28.00 
16.50 20.00 12.50- 20.50 38.00- 65.00 
4.50- 8.50 5.50- 13.50 7.50- 15.00 17.50- 27.50 
7.00- 8.50 10.00- 14.50 12.50- 18.00 31.00- 41.00 
10.00- 11.00 18.00- 20.00 
6.00- 8.50 8.50- 11.00 9.00- 12.00 15.00 
5.00- 8.00 6.00- 10.00 7.00- 12.00 15.00- 27.00 
4.50- 11,50 8.50- 12.50 8.50- 20.50 
$ 5.00 $ 5.00-$10.00 $ 8.50 
8.00 8.00- 10.00 10.00 $25.00-$35.00 
7.50- 8.50 
8.50 8.50- 11.50 13.00- 14.00 35.00- 48.00 
9.00- 15.06 13.00 
7.00 9.50- 15.50 
7.00 10.50- 15.00 10.00 
AMERICAN MEDICAL ASSOCIATION 
Clinical Session 
DALLAS, TEXAS 
December 1-4, 1959 
per room. 


American Medical Association 
Housing Bureau 
1101 Commerce Street 
Dallas 2, Texas 


Tre 
it 
\ 


Vol. 171, No. 3 


NEW 
CHAIRS 


for your 
reception 


Wall-Saver Legs 
$24.75, Zone 1 


HARTER SERIES 20 


These new chairs give a clean, modern look 
to your reception room. They are quality 
chairs of electrically welded steel with 
durable, baked-on finishes and colorful, 
easy-to-clean upholsteries. Your choice of 
the Space-Saver Model 20 at $23.75 or 
Wall-Saver 20-W at $24.75, Zone 1. Ideal 
as extra chairs in your own office or in 
examination or dressing rooms. Write for 
literature—we’ll send name of your nearest 
Harter dealer. 


Harter Corp., 907 Prairie, Sturgis, Mich. 


SIDE 
CHAIRS 


ER 


shoulders to the wheel to get it free. 


BUY 
U. S. SAVINGS 
BONDS 


TONICS AND SEDATIVES (Continued) 


Why do we say, “Put your shoulder to 
the wheel”? 

In early stage coach days, passengers 
were all supposed to get out when the 
coach got stuck in the mud and put their 


Why do we say we are in seventh heaven 
when we are very happy? 

It’s because the Moslems believe there 
are seven heavens. Each one is piled on top 
of the next, and each one represents greater 
happiness than the previous one. God him- 
self and the angels are located in the seventh 
or topmost heaven. 


Quotes of the Week 


A wise man can sometimes be a fool and 
get away with it. 

e 

Failures made by other people pave the 
way for your success. 

Anyone who didn’t know him would say 
he was a liar, but anyone who knew him 
would swear to it. 

You can fool some people all of the time 

if you want to spend your money that way. 


I know a woman who is a magician. She 
can turn anything into an argument. 


Anecdotes 


A lady, having lunch at a friend’s house, 
praised the sauce that was served and was 
given permission to ask the cook for the 
recipe. 

The cook said she didn’t have the recipe; 
she just worked things out as she went 
along. The usual ingredients though were 
butter, flour, lemon juice, a few shakes of 
paprika, and water. 

The lady wanted to know how much 
water was used. 


“Oh, about a mouthful,” said the cook. 
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IBD oany 06 


for PHYSICIANS 


NOW READY for 
next years scheduling 


THE DAILY LOG 


is one of the most practical and easy-to- 
use financial record systems ever devised 
for your profession — first in the field — 
a leader since 1927. 


SAVES TIME — serves as a well quali- 
fied ‘‘business manager" in your office 
— shows how collections are coming in 
— provides a clear-cut summary of your 
entire year's business. Easy to teach a 
new office assistant — no bookkeeping 
experience necessary. 


SAVES WORK — only a few minutes a 
day are required to keep complete busi- 
ness records. All unnecessary, compli- 
cated or involved bookkeeping ‘‘extras"’ 
have been eliminated. Easy to follow 
instructions make the Daily Log adapt- 
able to every practice. 


SAVES WORRY —designed specifically 
for your profession — provides a place 
for every business entry. Nothing is left 
to chance or memory — your tax returns 
can be verified quickly and easily — 
you have accurate’ data on how your 
ousiness is performing. 


PRICES: Regular Edition, one 40 line 
page a day, one volume, dated for cal- 
endar year — $7.75. Double Log 
Edition, two facing pages of 40 lines 
for each day, two volumes, dated for 
calendar year — per set — $13.50. 
SATISFACTION GUARANTEED 
THE COLWELL COMPANY 
236 W. University Ave., 
Champaign, Illinois 


Please send me 1960 Regular [J 
Double Daily Log for Physicians. Re- 
mittance enclosed. 

Please send me more information 
plus FREE Record Supplies Catalog Kit. 


Dr. 
Address 


State 


City 
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In eczematous dermatitis with secondary infection creme axp rorion 5.0 


COR-TAR-QUIN" 


HYDROCORTISONE * STAINLESS TAR * DIIODOHYDROXYQUINOLINE 
IN ALUMINUM ACETATE VEHICLE 


Cor-Tar-QuIn is especially effective in those derma- 
toses where an inflammatory reaction is accompanied 
by increased scaling, lichenification, and secondary 
infection. 

Combined hydrocortisone-coal tar therapy pro- 
duces an enhanced antipruritic, anti-inflammatory 
response and diiodohydroxyquinoline is fungicidal as 
well as bactericidal. The Acid Mantle creme base of 
Cor-TAR-QUIN helps restore and maintain normal 
PH of the skin. Relief is prompt and lasting. 


Sig: Apply b.i.d. % oz., 2 0z., and 4 oz. tubes with 
either 0.5% or 1.0% hydrocortisone 


also available without the stainless tar, as CorT-QuIN™ CREME pH 4.5 


A MOST TRUSTED NAME IN DERMATOLOGICALS 
DOME CHEMICALS INC. 


125 West End Avenue, New York 23, N. Y. 
665 N. Robertson Bivd., Los Angeles 46, Cal. 
2765 Bates Road, Montreal, Canada 


PHYSICIANS, GENERAL PRACTITIONERS — FOR 
company operated hospital clinic in Saudi Arabia; op- 
portunities in general practice for men who have com- 
pleted { year internships; starting salary $14,200; 
salaries scaled upward according to level of experience; 

lage of salary available for saving; 

liberal benefit modern family housing; ‘pe 
i rite 


(Continued from page 224) 


WANTED GENERAL PHYSICIANS — UNDER 35 
years of age; full time; hospital practice; opportunity to 
develop interest; with avail- 
able in professional care program of 10 Miners Memo- 


rial Hospitals; full time positions with starting com- educational an fe jonal facilities available. 

pensation at the rate of $12,000 per year progressive pay outlining personal and professional history to recruit- 
scale; for appointment currently and for January, 1960; ing Supervisor, Box 412, Arabian American Oil Com- 
U. 8. citizenship and eligibility for licensure in Ken- pany, Park Ave., New York 22, New York. c 


tucky, Virginia or West Virginia required; for details 


WANTED PSYCHIATRI YCHIA 
address: The Clinical Director, Miners Memorial Hos- 


general practitioners interested in NP hospital 
vacation land, 


n Sheridan, Wyoming; area is a 


pital Association, 1427 “i” St., N. W., Washington 5, located 
D. Cc. c located along the Big Horn Mountains; climate, sum- 
mer is ideal, fall beautiful ye winter poeta sal- 
WANTED TWO SENIOR PHYSICIANS—ONE MAN, ary $9,890 to $12,770, depen on experience; fifteen 


reent additional to Fan ma a or $16,000 for Board 
ertification. For information, contact: Manager, Vet- 
erans Administration Hospital, Sheridan, Wyoming. € 


WANTED BOARD CERTIFIED PATHOLOGIST—FOR 
full time hospital practice in professional care pro- 
a iners Memorial a starting com- 

se 


one woman in state training school for mental deficiency 
and convulsive disorders; salary range $8,220 to $10,560; 
in annual increments of $360; three weeks vacation; 
fifteen days sick time; retirement system; 40 hour, five 
day week; requirements: one year internship plus three 
years residency or practice; citizenship and Connecti- 


cut license; family housekeeping apartments at nominal Densa $20,000 ; t, ve ie; for details 
charge; resident medical and dental staff; eleven man address: The Clini ec, o Miners Memorial Hos- 


Association, 1427 N. W., Washington 


consultant group; pleasant congenial staff; pediatric or 
psychiatric training helpful. Write: Box 9796 C, % 
AMA. wanes SUBURBAN GROUP 
New Jersey; present staff includes one pediatrician 

of the other major specialties; percentage 


GENERAL PRACTITIONERS—$12,000 PLUS APART- 
baer a partnership after two years. x 9804 C, 


ment; N. Y. Medical Exchange, 489 Fifth Avenue, New 
York 17, New York. Patricia Edgerty, Director. c 


J.A.M.A., Sept. 19, 1959 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


Ch ave 
me trong fid; sa 


future 

n PLUS initial 

GENERAL. "PRACTICE: F/T prtnr = Pract. grossing in 
excess of $75,000, Chgo. suburb. 

INDUSTRIAL: (a) new mod. tech. center Med. Dept. of 
motor corp., interest in Occupational a ref. ; 
tremendous diversity of activities offered; ringe 
benefits, bonus. ) F/T . for qual indi, 


thie ve trtmnt 

equate c days. 
INTERNIST: in neurol., hematelesy or GE, Ige. 
rp. est. 7 yrs.; to $1500 mo., future %, southern 


alif. 
“cer. © WRITER: Exp. in Isotopes, pharm. co., MW, 
NEUROLOGIST: 2 Neurosurgeons seek phys. to partici- 


pate actively in pre & post op care, work centered in 
series of active hosps; unusual, excel. opptny., NY. 


w/yng. man, 


OB-GYN: 13-man grp., now expanding, m ning comm. 

rin 


OPHTHALMOLOGIST: over & handle dept. 
man firmly est. well balanced eos ore. SW, $20, 

PATHOLOGIST: Assoc., 275 bed i est. southern te. 

n wide-awake comm., remuneration unusual in amt. 

PEDIATRICIAN: (a) Loe. eastern orp. representing wide 

range of speciaities, enegoraes active and stimulating 

yore prog.; re projects can be developed; 

$25,000 start. Pract, tor est cur- 

eR grossing $55,000. college city of 000. 

3 hosp avail, new modern equipment in Aa, office 


PSYCHIATRIST: Lge. genl. near NYC; active 
yeh. service for adults - ‘children: F/T; 40 hrs.; 


secure me Cert. in child psych. 

RESEARCH ‘OIRECTOR, asic bekgrnd in 
or medicinal chemistry, imperative to 

& biological testing & screening of ooeee. 

n animals; affiliation w/Univ., to $13,000 

iringe benefits, Calif. 

GEONS: (a) w/Thor. interests; yng. Calif. orp: Base 

ge. bidg. w/plenty of rm. for “expansion; tehng. D- 

pointments avail.; 2 acer. hosp. w/in fp 

equal share in 3 yrs. (b) 16 man Minn 
in surg. dept.; mod., well equip. hese. ‘available: 

salary upwards from $14,000, vacation, PG time 


allowed. 
UROLOGIST: to enter pract. w/Cert. Phys. w/idea of 
prtnrship; deep South. 
Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


WANTED PHYSIATRIST — TO BE ADDED TO A 
staff of several physiatrists; in a large teaching and 
research department of physical medicine and rehabili- 
tation; a great variety of acute and chronic patients 
including paraplegia and blind rehabilitation; intensive 
training available in EDX and EMG; Positions for 
PM&R residents are available. Apply: Dr. W. T. 
Liberson, Chief, Physical Medicine and Rehabilitation 
Service, Hines VA Hospital, Hines, Illinois. c 


D PSYCHIATRIST—TO SUPERVISE A MEN- 
intensive outpatient 
depending 


WANTED 
tal hygiene clinic providing an 


treatment program; salary $9,890-$12,770; 
on qualifications ; 15 per cent additional pay if Board 
Certified. Write: Paul E. Baird, MD, Director, Out- 


tient Clinic, Veterans Administration Regional ‘Office, 
oanoke, Virginia. 


WANTED BARR CERTIFIED RADIOLOGIST — FOR 
full time hospital practice in professional care pro- 
gram of the iners ‘Memorial Hospitals; starting com- 
pensation je; for details 

rec 


$ 
address: The Clinical tor, 
Association, 1427 St., N. W., Washington 


IMMEDIATE INCOME — FOR GENERAL PRACTI- 
tioner; $50,000 potential; unopposed practice; accred- 
ited community owned modern hospital and clinic; 
2,200 service population; socially active town; 
school; churches; roads; tourist center; hunting 
ing. Contact: Northern Itasca Hospital Board, "Blefork, 
Minnesota. Cc 


WANTED BOARD CERTIFIED ORTHOPEDIC SUR- 
fessional 


care program of iners Memorial Hosp ; start- 
ing compensation 3 progressive le; for de- 
tails address: The Clinical Director, Memorial 
Hospital Association, 1427 “I St., N. W., Washing- 


ten 5, D. C. 


POSITIONS AVAILABLE—VA OUTPATIENT CLINIC; 
for general medical examiner; salary up to $12,555 ~ 
year; 40 hours week; paid vacation; retirement and 
surance plans; U. s. citizenship and licensure in any 
state se Address inquiries to: Personnel Officer, 

ice, South Pennsylvania Street, 
Indianapolis 9, Indiana. Cc 


ARIZONA URGENT—GENERAL PRACTITIONER TO 
assist present MD in new clinic corns small town and 
community of 10,000; salary $12, a@ year to start; 
can obtain temporary Arizona if 


ing available; good ools, churches. Con’ ; 
Howard Holmes, MD, Eloy Medical 
Arizona. Cc 


IMMEDIATE OPENING FOR CERTIFIED OR BOARD 
eligible psychiatrist to head and develop department in 
well established group of 35 doctors in midwest; 

select his own assistants; salary is open with a ‘mini- 
mum of $18,000; excellent retirement plan without cost 
to individual. Address: Box 9510 C, AMA, 


EXCELLENT OPPORTUNITY FOR PEDIATRICIAN, 
ear, nose, throat specialty; general practitioner, or any 
other specialty; in medical building with general prac- 
titioner, internal medicine doctor, - dentist ; 
other doet tors across the street. Apply: B. 

Sr., 11 E. Church Street, Frederick, bien 


(Continued on page 253) 
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Variations of the photographic 
process...steps in a classic 


LOBECTOMY 


... radiography, color photography, 
photomicrography 


What the radiologist saw: Radiographs of chest revealed infiltration in right 
upper lobe. Cavitation, however, was not definitely demonstrated 


until body section radiograph (left, above) was made. Here, mul- 


tiple cavities were shown in the right upper lobe. 


Both radiographs were made on Kodak Blue Brand Medical X-ray Film... 


processed in Kodak x-ray processing chemicals. Kodak x-ray film 


and chemicals are made to work together... made to produce 


uniform, dependable results when used together. 


1. Thoracotomy incision. Z; Exposure of the right upper lobe 3. Dissection of pulmonary artery 


with the contained tuberculous lesion to-right upper lobe shown in this 
and pleural adhesions. illustration. 


What the surgeon did is eloquently depicted by the color photographs—on 
Kodak Ektachrome Film—reproduced on this page and the page 


following. Note how color brings out details, establishes landmarks, 


makes each surgical step easier to follow. 


Serving medical progress through Photography and Radiography 
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Kodak 


LOBECTOMY (continued) 


4. Artery to right lobe has been divided. 5. Isolation of right upper lobe 6. Completion of suturing of right 
bronchus. upper lobe bronchial stump. 


7. Resected right upper lobe with 


subpleural tuberculous focus. 


What a “lift” color photo- 
graphs like these bring to teach- 
ing, to research and review, Fully 
objective, they tell what happens 
clearly, completely, What's more, 
copies—transparencies lor projec- 
tion or color prints can be made 
for use, any time, anywhere! 
There’s a Kodak color mate- 
rial for every photographic pur- 
pose: Kodachrome Film for min- 


lature and motion-picture cameras; 
Kodak Ektachrome Film and 
Kodak Ektacolor Film for sheet- 
film cameras; Kodak Ektachrome 
Film and Kodacolor Film for roll- 
film and miniature cameras; also 
Kodak color print materials. 


8. Pleural flap has been sutured over the upper lobe 9. Photomicrograph (x120) of section of resected lobe 
bronchial stump. with tuberculous focus. 


Order Kodak x-ray products from your Kodak x-ray dealer, 
Kodak photographic products from your Kodak photographic dealer. 


Medical Division, 
EASTMAN KODAK COMPANY, Rochester 4, N. 
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new Noludar 300 


300 mg CAPSULES 


A good night’s sleep can be described in many ways, but “natural” comes closest to 
the kind of sound, refreshing sleep your patients will enjoy when you prescribe new 
NOLUDAR 300. Prompt action ...unsurpassed safety ...6 to 8 hours of undisturbed 
rest .. . and a cheerful awakening without “hangover”—such is the quality of sleep with 
NOLuDAR. Well tolerated, non-barbiturate, non-addictive, virtually free of even minor 
side reactions. DOSAGE: Adults—One 300-mg 

capsule before retiring. Also available 

in 200-mg tablets for gentle hypnotic 

effect and 50-mg for daytime sedation. 


NOLUDAR®—brand of methyprylon 
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Hoff La Roche Inc: Nutley 10, New Jerse 
ROCHE LABORATORIES: Division of Hoffmann-La Roche Inc- Nutley y 


unimal disturbance | 


the patient's chemical and. psychic 


Substantiated by published reports of leading clinicians: 


effective control, « minimal disturbance 
of allergic of the patient's 
| and chemical and psychic 
inflammatory symptoms™ balance'*®*” 
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At anti-inflammatory and antiallergic levels ARISTOCORT means: 


* freedom from salt and water retention 
* virtual freedom from potassium depletion 
negligible calcium depletion 
euphoria and depression rare 
no voracious appetite — no excessive weight gain 
low incidence of peptic ulcer 
low incidence of osteoporosis with compression fracture 


Indications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
Precautions: With aristocort all traditional precautions to corticosteroid therapy should be ob- 
served, Dosage should always be carefully adjusted to the smallest amount which will suppress 
symptoms. After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually. 

Supplied: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


References: 1. Feinberg, S.M., Feinberg, A.R., and Fisherman, 
E.W.: J.4.M.A. 167:58 (May 3) 1958. 2. Epstein, J.1. and Sher- 
wood, H,: Connecticut Med. 22 822 (Dec.) 1958. 3. Friedlaender, 8. 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958, 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. MeGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958, 10. Hartung, E.F.: J.A.M.A. 167973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract, 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum, Dis. 17:398 (Dee.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med, & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54: 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.A.M.A,. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.4.M.A. 
167 :1590 (July 26) 1958. 18. MeGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
1958. 19. Council on Drage: J.4.M.A. 169:257 (Jan. 17) 
Rein, C.R.; Fleischmajer, R., and Rosenthal, 
J.AM.A. 165:1821 (Dee. 7) 1957. 


G2) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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J.A.M.A., Sept. 19, 1959 


A group of comedians were dining at Lindy’s 
and mourning the untimely passing of one of their 
favorite waiters, Sam. Thinking it would be a nice 
gesture to let him know how much they missed him, 
the boys decided to contact him in the Great Be- 
yond. So they made an appointment with a medium 
to conduct a seance. Later that week, they got 
together at a big round table. 

“Sam, Sam,” the medium intoned, “can you hear? 
Can you hear us?” 

There was a pause and the medium tried again. 
“Sam, Sam, why don’t you answer?” 

Finally, out of the past and into the darkened 
room, a thin voice was heard by the group: 

“Sorry, that’s not my table!” 


In spite of the havoc the damp, foggy climate 
plays with his throat, comedian Danny Kaye is a 
great favorite in London and loves playing there. 

“Ah, London,” he recalls enthusiastically to 
friends, “what a city! Where else in the world can 
you be awakened at the crack of dawn by the 
coughing of birds?” 

During all his adult life, Ferenc Molnar, the 
playwright, had never seen the light of day before 
noon. 

One day, however, some years ago in his native 
Budapest, he was summoned as a witness in a law- 
suit. 

To his great dismay, the time of the trial was 
9 a. m. It took the combined activities of two maids 
and a valet to hoist him out of bed, dress and feed 
him, and propel him from the house at 8:30. 

As Molnar stepped forth and saw all the people 
hurrying along the street, he blinked in astonish- 
ment. 

“Mon dieu,” he cried, “are all these people wit- 
nesses?” 

° 

Overheard in a beauty parlor: 

“Listen carefully, Joanne, because I can only tell 
this once—I promised not to repeat it.” 


e 
A man, obviously in great pain, stopped at a bar 
and asked for something to relieve a headache. The 
bartender started mixing a fizzing, bubbly remedy. 
“Oh, no!” cried the man, wincing. “Haven't you 
anything that makes less noise?” 


by E. K. H. 


Robert Q. Lewis tells about a nice couple lying 
on the beach in Florida recently, who were discuss- 
ing their children back home. 

“Do you realize, Harvey,” breathed the woman 
dreamily, “this is the first time we have ever been 
away without the kids?” 

“Yeah,” answered the husband. “I kind of miss 
them, Lucille . . . throw some sand in my face!” 

This is Robert Q. Lewis’ story of the little old 
lady handing her money over to the hulking bandit 
facing her with a gun. 

“You ought to be ashamed of yourself,” she 
scolded irritably. “A big strong fellow like you 
should be robbing a bank, not a poor old woman 
like me!” 

Overheard in a bank: 

“I don’t know where my next dollar is coming 
from—but my wife sure knows where it’s going!” 


§ 


“The trouble with you is you can’t control your appetite.” 
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Aspirin and Fle 


to 
HORS 


Cavan 
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There are robably ably certain medications which are 
of your gqications 

{ dation have long demonstrated thei dence 

Aspirin, the world’s first aspirim. amper- JOT: 
the same manufacturing skill, th Ap 4 

ingredient and product tests, the same exclusive 

processes which contribute to the unsurpas: | 

quality of Bayer Aspirin set the sta 4 

tence for Bayer Aspirin for Children, 

can depend on Bayer Aspirin for Childre 

for it has beer consci tiously formulated tobe > 

tasting aspirin to live up to the BA 

aspirin as the world has ever knows” 

Bayer Aspirin for Children- grain f ed 

BAYER COMPANY, | SION. OF 'STERLIN i : A 
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e serum response in 3 hours 


e clinical response in days 
e between-meal administration 


for better utilization 
e WITH SIDE EFFECTS INSIGNIFICANT” 


48 patients’ —serum iron rose rapidly, 
Hb. response prompt 


91 patients*— significant reticulocyte response 
in 6 days on 2 tabs. t.i.d. in moderate 
hypochromic anemia—found extremely useful 


given on empty stomach in all cases—no 
gastric upset, diarrhea or constipation were found 


even in those with peptic ulcer, gastritis, lack 
of side effects was reported as quite impressive 
—slight gastric upset in one patient 


102 patients’ —a remarkably sharp rise in 
hemoglobin levels was demonstrated 


62 patients* — reported to be a real advance 
in iron therapy 


120 patients* — peak reticulocyte response 
on fifth day 


one complaint of mild constipation 


2 instances of G.I. upset disappeared 
with dosage adjustment 


only eight cases of mild intolerance— 
no side effects even in patients with peptic ulcer 


not a single complaint of upset, 
FERRONORD taken on empty stomach in all cases 


well tolerated in peptic ulcer and gastritis 
patients— given on empty stomach in all cases 


10,016 patients*— Hb. response excellent, 
average treatment period 4-6 weeks 


only 4.39% of cases reported any side effects— 
usually adjusted with dosage 


DOSAGE SCHEDULE 
Average adult dose: initially, 2 tabs. b.i.d.; 


& severe cases, 2 tabs. t.i.d. 


Maintenance dose, 1-2 tabs daily. Each 
FERRONORD tablet supplies 40 mg. of ferrous 


iron, 
lo FERRONORD Liquid, 60 cc. dropper bottles, 
40 mg. iron per ce. 


BIBLIOGRAPHY: 
1. Dwyer, T. A.: Clin. Med, 4:457, 1957. 2. Pomerante, J., and 


Gadek, R. J.: New England J. Med. 257:78, 1957. 3. Clancy, J. B.; 
Aldrich, R. H.; Rummel, W., and Candon, B, H.; Am. Praci, & 
Digest Treat, 8:1948, 1957. 4. O’Brien, T. E.; Onorato, R. R.; 
Dwyer, T. A., and Candon, B, H.: West. J. Surg. 65:29, 1957. 
5. Frohman, I. P., and others: Scientific Exhibit, Sixth Congress 
Internat. Soc. Hemat., Boston, Mass., Aug. 26-Sept. 1, 1956. 
6. Wagner, H.: Landarzt 31:496, 1955. 7. Jorgensen, G.: Arztl. 
Wehnsehr. 10:82, 1955. 8. Aldrich, R. H.; Pomeranze, J.; Clancy, 
J. B., and others: Scientific Exhibit, A.M.A, Meeting, June, 1957, 
New York, N. Y. 

SULFATE COMPLEX) PAT. PENDING 


(orano oF 


as Nordson Pharmaceutical Laboratories, Inc., Irvington, New Jersey 
(formerly Nordmark) 
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because many diseases involve emotional and physical stress... 


in asthmatic and other 
allergic conditions 


DECADRON® (dexamethasone) with Meprobamate 


treats more of 
the patient 
more effectively 
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DECABAMATE links the action of DECADRON®, 


milligram for milligram the most potent and 
effective of the antiallergic steroids, with the most 
widely used of the muscle-relaxant 

tranquilizers, meprobamate . . . 

By treating more of the patient more effectively, 
DECABAMATE can often make the difference 
between disability and employability in many 
asthmatic and other allergic conditions. 


Dosage Range: One or two tablets t.i.d. or q.i.d. 


Supplied: As scored yellow tablets providing 0.25 mg. 
DECADRON plus 200 mg. meprobamate; bottles of 100. 


Additional information on DECABAMATE is available to the 
physician on request. 


t Asthma, allergic rhinitis, serum sickness, 
drug sensitivity, and laryngeal edema. 


* DECABAMATE and DECADRON 
are trademarks of Merck & Co., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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“__ more prompt, more marked and more last- 
ing collet... than either agent (hydrocortisone, — 
tar) alone.” Chyman, $.G.: 
Postgrad. Med. 27:308,. 1957. 


cream & 


TARCOR’ 


0.5% Hydrocortisone & 5% Special Coal Tar Extract (TARBONIS®} 


ino greeseless, stainless, hydrophilic, vanishing bast. 


Cream: 7 gm. & lox, tubes. Lotiont Plastitt squeeze botties, oz. 


0.5% Hydrocortisone, 0.35% Neomycin (as Sulfate) & 5% Special 
Coal Ter Extract (TARBON!S*} in an. ointment base, Available in 


EVEN IN 
PREVIOUSLY 


tubes of 7 gm, and 1 oz. 


REED & CARNRICK 
darsey City 6, New Jersey 


J.A.M.A., Sept. 19, 1959 


“I see no reason, counselor, why he can’t testify 
if he’s a talking dog as claimed.” 


“Okay, Doctor, Okay! You’ve cured my hiccups!” 
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NEO-TA RCORTIN 


“Severe carbuncle caused by resistant Staphylococcus 
aureus in a patient with diabetes. . . .” 
(Previous antibiotic therapy ineffective.) 


“Marked healing of carbuncle after [CYCLAMYCIN} 
therapy, 2 Gm. daily for 34 days.” 
(Patient was afebrile after 6 days.) 


Albright, J.G., and Hall, W.H.: Antibiot. Med. & Clin. Therap. 6:283 (May) 1959. 


in skin and soft-tissue infections due to gram-positive patho- 
gens, CYCLAMYCIN provides dependable, specific therapy. 
CYCLAMYCIN also effectively controls other common gram- 
positive infections, and has often proved to be of consider- 
able value against staphylococci resistant to most antibiotics. 


CYCLAMYCIN" 


TRIACETYLOLEANDOMYCIN, WYETH 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. 
Oral Suspension, 125 mg. per ly teaspoonful, [Beech] a 
bottles of 2 fl. oz. Philadelphia 1, Pa. 
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first report on a new and significant antidepressant 


a new, rapidly effective office treatment for depression 


clinical response: depressed patients usually respond with 
an elevation of mood within a few days. Self-deprecatory 
feelings, sadness and ruminative thinking rapidly subside. 
Remission generally occurs within 2 to 6 weeks. Depression 
is lifted without the overstimulation encountered with 
amphetamines. Clinical trials since 1957 have revealed 
no toxic effects on blood, liver or kidneys. Side effects are 
occasional, mild and transient. 

Sainz’ reported that, of his series of 122 patients with 
depressions, over 80 per cent had complete relief of their 
symptomatology following Nardil therapy. “Maximum 
improvement was always noticed not later than five weeks 
after the onset of therapy.”? 

Thal,? as a result of his experience with Nardi} in 180 
patients, pointed out that 80 per cent of patients with 
depressions were discharged from the hospital within 60 to 
90 days following treatment with Nardil. 


no liver toxicity to date in over 1,000 cases 

Nardil has a preferential distribution to the brain—not the 
liver. Sainz! found that Nardil, in 122 depressed patients, 
was well tolerated “... because no hepatic, hemopoietic or 
central nervous system parenchymatous damage (had) 
occurred or been foreshadowed.” Neither Thal? in 180 
patients, nor Saunders,’ saw any toxic effects after careful 
analysis of liver function tests and blood studies. 


indications: Nardil is indicated for the office treatment of 
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depressed patients who are sad, worried, sleepless, anxious; 
who can’t eat, are guilt-ridden, unkempt; who feel useless 
and who have gloomy, ruminative thoughts. True (endog- 
enous) depression, affective or organic. 


side effects: The occasional side effects which have been 
reported include postural hypotension, with the expected 
associated signs, transient impotence, nausea, ankle edema, 
delayed micturition and constipation. These can be ade- 
quately managed by appropriate adjunctive therapy or will 
abate as dosage is reduced to the maintenance level. 


caution: Even though no toxic effects on the liver have 
been reported with the use of Nardil, as a matter of caution, 
patients should be carefully followed with liver profile 
studies and the drug should be withheld or used with 
extreme care where the patient has a history of liver dis- 
ease or where liver damage is present. Also, hypotensive 
patients should be under close medical supervision. 


supply: Bottles of 100 orange-coated tablets, each con- 
taining 15 mg. phenylethylhydrazine present as the dihy- 
drogen sulfate. 


references: 1. Sainz, A.: The Phrenopraxic Activity of a Non-noxious 
Antidepressant,.Ann. New York Acad. Sc. (in press) 1959, 2. Thal, N.: 
Cumulative Index of Antidepressant Medications, Dis. Nerv. System 20:197 
(May) 1959. 3. Saunders, J. C.; Roukema, R. W.; Kline, N. S., and Bailey, 
S. d’A.: Clinical Results with Phenelzine, Am. J. Psychiat. (in press) 1959. 
4. Report of Clinical Trials with Nardil in 800 Patients. Warner-Chilcott 
Department of Clinical Investigation, 1959. 


MORRIS PLAINS, 


247 


dosage: 


Recommended starting dose is 
one 15 mg. tablet three times a day. 
After maximum benefit is 
achieved, usually over a period of 
several weeks, the dosage is 
reduced slowly to a maintenance level 
depending upon individual needs 
and may be as low as 15 mg. daily. 


restores the depressed and despondent patient” 


ardil 


brand of phenelzine dihydrogen sulfate 
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TACE 


(chlorotrianisene) 


Symptom-free adjustment to 
the postmenopausal state 


New estrogen approach to the postmenopause 


Menopausal distress rarely ends with cessation of menses. 
Indeed, symptoms are often intensified following the sharp 
drop in available endogenous estrogen during the early 
postmenopause, 


At that time — when periods stop but symptoms continue — 
TACE is most valuable. 


Note this essential difference between TACE and other estro- 
gens: TACE stores in body fat, releases slowly, evenly, in the 
same manner as a natural hormonal secretion. A normal 
course of TACE therapy is 30 or 60 days. But even after the 
therapy, estrogenic activity continues, gradually tapers off, 
finally is exhausted in about 2 months. 


This unique “self-regulating” property results in several ad- 
vantages. Since sudden endometrial change doesn’t occur, 
withdrawal bleeding rarely occurs. Complicated dosage 
adjustment is unnecessary. Finally, there are no “peak-and- 
valley” estrogenic effects. The result is a smooth, symptom- 
free adjustment to the postmenopausal state. 

You can observe this unique N 

effect in your patients. Simply Merrell 

prescribe two TACE 12 mg. 


capsules daily for 30 days. THE WM. S. MERRELL COMPANY 


A severe case may require an New York + Cincinnati + St. Thomas, Ontario 
additional 30-day course. TRADEMARK: TACE® 
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Miltown in 
continuous 
release 
capsules 


Meprospan 


for 24-hour. 
tranquilization 


i 
i 


® 


well tolerated, 
continuous relief of 
anxiety and tension ~~ 
... all day...all night 


Supplied: 200 mg. continuous release capsules of 
Miltown (meprobamate, Wallace) in bottles of 30. 
Literature and samples on request 

(i WALLACE LABORATORIES + New Brunswick, N.J. 
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NEW 


Mucilose-Su 


IMPROVES 
BOWEL AND 
LIVING HABIT 
PATTERNS 


super 


@ When patients worry, and worry you about func- 
tional constipation, new Mucilose-Super provides 
the assurance that comes with a more normal 
bowel habit pattern—helps them gain a positive 
outlook. “...a simple, gentle, bulking and soften- 
ing agent offers the patient a natural remedy.”! 

@ New Mucilose-Super combines Superinone®, a 
new surface-active, penetrating and emulsifying 
agent to soften the stool, and widely prescribed 
Mucilose, bland hydrogel to provide bulk. Superi- 
none not only permeates the hard stool, but causes 
more intestinal fluid to mix thoroughly with fecal 
content for further softening.! When Mucilose- 
Super was used in 24 patients, it ‘“...produced a 
gentle, natural-like evacuation in all except 
two....”! According to Stough: ‘‘We were im- 
pressed with the manner in which Mucilose-Super 
... produced its clinical effect with a minimum of 
untoward complaints....”! In another series? of 206 
patients, response was satisfactory in 154. In still 
another group of 146, satisfactory response oc- 
curred in 116 patients. 

@ The effect develops slowly and naturally within 
twenty-four hours? and should not interfere with 
the patient’s daily routine.! Because Mucilose- 
Super stimulates by gentle mechanical action, it is 
especially suitable for hemorrhoid sufferers, those 
with other anorectal conditions (e.g., fissure, cryp- 
titis), for those with the irritable or spastic bowel 
syndrome, postoperative patients, the pregnant, 
the elderly, the chronically ill, and those who are 
on low-residue diets. 

Dosage: 1 or 2 teaspoons once or twice daily, stirred in a 
full glass of water. Follow with second glass of liquid. 
Supplied: Cans of 4 and 16 oz. 

1, Stough, A. R.: J. Oklahoma M. A. 52:134, March, 1959. 2. Data 


in the files of the Department of Medical Research, Winthrop 
Laboratories. 


and Superinone 


Mucilose (bland hemicellulose obtained from psyllium seed 
(brand of tyloxapol), trademarks reg. U.S. Pat. Off 


LABORATORIES New York 18, N. Y. 
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The 
Medical 


900 North Michigan Avenue Chicago 


AOMINGT RATION: (A31) Director of med. educ; newly 
approved hosp, 370 beds, estab. 

med. school So; $12-$15 
ANESTHESIOLOGY: (B84) ir, dept, full time basis, 
250-bed hosp; univ & coll town; E; proba bly $20- 


$22,000. 
DERMATOLOGY: (D64) Head dept, 12-man group; ci 
ar med. school city; excellent oppor; East. 
Board men to head depts in ob-gyn 
& path; oppor also for oto, ped, rad, surg; salary 
range approx $20,000, Fed. tax free family mites 
ided; 2 yr 3 mo vacations annuall 
75- i gen. hosp. JCAH; staff of 60 MDs, support. 
af! 660 excellent schools. 
CTICE: (Fi) Ass’t GP who does OB; 


se 
i. pares after 4t 
(C39) Med. d 


med. 
retirin after successful c. 
e 


referral el prote 
. East. (H75) 2 ~ th seek 


income for 3 wer then aH partner. sharing equally; 
coll town, near med school city; 
84) Ass’n, or 14-man group; 
Texas; partner 
' : (L52) Dir. “det ots 2 gen. hosps, combined 
capacity 250 beds. state hosp, 1500 beds; combined 


salaries, $40-$44, 

PSYCHIATRY: (P61) For 1500-bed state hosp; Board, 
over 5 yrs exp $22,800; Board, less than 5 
exper, $19,200; “resident, with license, $11,400; city 


RADIOLOGY: on 9), New dept, 180-bed hosp, inc. 
in yr % with ine. with 
bed icapacity: city | Mw 
SURGERY: (U oung 
estab os on staff new tchg hosp, 450 beds; coll 
: (W60) Ass’n, 20-man group; cert or elig; 
Southern Calif. 


Please send for our Analysis Form. 


Burneice Larson oirector 


GENERAL PRACTITIONERS. INTERNISTS, AND 


age 55. in 681 bed neuropsychiatric 
ance; citizenship required; quarters * available. Man- 


Color: 


WANTED ANESTHESIOLOGIST — FULL TIME OR 
part time anesthesiologist wanted for association with a 
four man group near Boston, Mass.; income dependent 
on qualifications and amount of time devoted to prac- 
tice; type of association subject to mutual agreement. 
Box 9690 C, % AMA. 


INTERNISTS—-ONE FOR STAFF POSITION MEDICAL 


| 
Board surg; *14-man group 


ager, Administration Hospital, Fort 


ward and the other to divide time between ward and | 


clinical research; salary up to $13,058; archery; bad- 
minton; and tennis on grounds; easy availability of 
golf; swimming; and water skiing. Write: Director, 


Professional Services, VA Hospital, Des Moines, Iowa. C | 


WANTED DEPARTMENT HEADS—BOARDED PSY- 
chiatrist and orthopedist to head departments in fully 
accredited hospital approved for resident training; 
Finger Lakes area, New York; housing available; salary 


open. B. A. Watson, MD, Sanitarium & Clinic, Clifton 


Springs, New York. 


WANTED GENERAL PRACTITIONER — CAPABLE | 
first aid; take charge emergency room; air conditioned | 


new addition; private 50 bed hospital ; Pennsylvania 
city 125,000 population; also house calls; obstetrics if 
desired; excellent opportunity build practice. Box 
9807 C, % AMA, 


ATTENTION DOCTORS—A COMMUNITY OF 1700; 
hospital; drug store; good schools; and eaarenee: thirty 
minutes from Salt Lake C ity; no doctor at present time; 
call 222 or come and see for yourself. Park City Health 
Ceuncil Cc 


ANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teachin 
research, public health or industrial medicine; Nationa 
and international services. Our 63rd Year. Woodw 

Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


SURGEON — GROUP; SOUTHERN CALIFORNIA; 
coastal city; expanding area near mountains, beaches; 
good hospitals; housing; schools; guaranteed income 
plus percent; partnership 2 years. Box 6592, Bryant 
Station, Long Beach, California. v4 


WANTED GENERAL PRACTITIONER—IN 
ial four man group; college town; guarantee f 
first year or 2/3 of income; eventual part 
references; interview required. Watson Brook: 
ings, South Dakota. Cc 


PHYSICIANS WANTED—DERMATOLOGIST BOARD 
Eligible or Certified man to join dermatologist partner- 
ship in large progressive southern city; $12,000 net 
am leading to full partnership. Box 9819 C, 


FELLOW IN SURGERY WANTED—ONE OR MORE 
years surgical experience needed; busy surgical service; 
150 bed hospital; salary arranged. Apply: Dr. Annella 
Brown, New England Hospital, Roxbury 19, Mass. c 


Eliminate 


PINWORMS 
ROUNDWORMS 


ANTEPAR’... 


PIPERAZINE 


Without staining + vomiting + enemas 
nausea « fasting + laxatives 


Available as... 

‘ANTEPAR’ SYRUP 
‘ANTEPAR’ TABLETS 
‘ANTEPAR’ WAFERS 


Literature and patient instruction sheets available on request 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


WANTED OPHTHALMOLOGIST WITH SURGICAL PRECEPTORSHIP GENERAL SURGERY — JANU- 
experience to associate with Board ophthalmologist in ary |, 1960; or sooner; New York state license; mini- 
four man clinic; excellent opportunity; college town: mum salary $500 per month: permanent association 
guarantee $12,000 or 2/3 of income. ©. M. Kershner, possible. Reply: Box 9801 C, % AMA. 


MD, Brookings, South Dakota. 
GENERAL PRACTITIONER—WANTED FOR COUNTY 
ICAL. or seat town in farming community; no investment needed ; 
— investigation; East ¢ Chicago 1nd Dal oa bd completely furnished clinic ; no rent to start. Phone or 
plus stock op Medical “Exchange,” Fifth wire; John Jasper, Nezperce, Idaho. 
venue, New Yor . Patricia erly, rector 
ai SURGEQN BOARD CERTIFIED: 
WANTED INTERNIST—BOARD OR BOARD ELIGI- medical rector; rehabilitation center; midwest; 
ble; subspecialty ; gastroenterology ; six man group; new Medical Exchange, 489 Fifth ey 
clinie building; two new hospitals; southwest; good jew York city. Patricia Edgerly, Director. 
Starting salary and early partnership. Box 9814 C, 
% AMA. STAFF PHYSICIAN—ELIGIBLE FOR LICENSURE IN 
Pennsylvania; large institution near Philadelphia; good 
GENERAL PRACTITIONER — FOR PRIVATELY salary and maintenance for family. Box 9802 C, 
owned clinic; hospital and office in same building; % AMA. 
fully equipped; beginning guaranteed salary $1,000 per 
Clinic, Kingsport, Te, | OCCUPATIONAL HEALTH — INTERNAL MEDICINE 
New Yo 
WANTED GENERAL PRACTITIONER—DESIROUS OF Eagerly. Director. 
a group loca miles south o cago Loop; in the 7 : — -OUNG GENE 
WANTED—WELL QUALIFIED YOUNG GENERAL 
state Bex S798 % AMA. practitioner as associate; Denver, — 
initial salary; yearly increases; and potential part- 
NEED GENERAL PRACTITIONER WITH SURGICAL one. 
background or two men in partnership; Wyoming com- nership after 3 years. Box 9803 C, % AMA. 


munity 30 bed J.C.A.H. approved hospital. Address 
inquiries: Box 9793 C, % AMA (Continued on next page) 


Bureau 
ass fh, Uasis, Sur ASS 
9-man group; county a 60,000 ; o 
Montana: $12-$14,000 
INDUSTRIAL MEDICIN compre- 
Mies hensive med prog. new plant ami major indus co; ’ 
ee Texas. (C40) Med. dir; | ty near Chicago; first 
| 
ares 3rd assoc; snec. trng hematology helpful not required, | 
gt vee cardiology advantageous; early partner; Calif. 
sec OBSTETRICS-GYNECOLOGY: (J5) Young ob-gyn to 
en become assoc. with chief of dept, 32-man cl; univ - 
eee city, one of wealthiest in country; early partner; SW. | : 
OR 
OA 
PAT 
: 
a 
w 
| 


ON THE SPOT TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
‘applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
a most effective method of treatment. 

Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
a high percentage of “clinical” cures . . . proved to be among the 
least irritating, and best tolerated of all potent fungicidal agents. 


ointment & solution & powder SE iy FX (Mattia 


Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, N. J. 


PmOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF @ PD-% 
(Continued from preceding page CHIEF MEDICAL OFFICER; CONNECTICUT STATE 
f & page) Prison; immediate appointment up to $11,700; unusual 


ae opportunity to head full-time staff of physician, den- 
PATHOLOGIST CERTIFIED IN CP AND PA; 37; tist, 2 male nurses, 4 civilian attendants and work with 


married n 

. adult male inmates and 300 personnel; essentially ad- 

experience, Box 9816 C, % AMA. ministrative and supervisory work related to treatment 


WANTED— ANESTHESIOLOGIST TO JOIN PRESENT of illnesses, preventive medicine, institutional sanita- 
staff of 3; Ohio license tion, inmate diagnosis and program planning and_per- 
. Box sonnel training. Write or phone Warden M. 8. a. 


percentage beer guaranteed minimum. Reply: mond, Wethersfield 9, Connecticut. 


C, % 
PHYSICIAN WANTED—POSITIONS AVAILABLE FOR 


GENERAL PRACTITIONERS — URGENTLY NEEDED physicians qualified and experienced in general medi- 
in village of Tupper Lake in New York's Adirondack cine for employment with the United States Govern- 
Mountains; year round population of 7,000; summer ment; applicants must be willing to serve in Wash- 
population of 20,000; economy is based on 3 season ington, D. C., and accept overseas assignments; must | 
resort business coupled with 4 basic industries ; excel- be U. S. born citizen; graduate of U. 8S. Class A 
tent hunting, fishing, boating, flying; 18 hole cham- | medical school, and have completed military obligation ; | 
pionship golf course; all winter sports within 10 minutes salary $10,130 per annum; additional allowances if as- | 
of your office; major ski development in planning sees overseas; include all pertinent data in initial 
stage: public ‘and parochial primary and secondary ply; personal interviews will be arranged for those 
schools; four colleges and two junior colleges within selected, Box 9367 C, % AMA. 


70 mile radius; modern fully accredited hospital; 115 

majors; 190 minors; 200 deliveries in 1958; also no APPROVED TWO YEAR PEDIATRIC RESIDENCY 
resident surgeon now available; excellent opportunity | in beautiful Hawaii; wonderful climate at a 100 bed 
for GP with major surgical qualifications; however, children’s hospital with an active teaching program 
basic need for GP's; community until recently sup- including renowned visiting professors; during the past 
ported seven full time GP's but 4 sudden deaths, | re- two years they have been Drs. Alex Steigman, Vin- 


tirement and | removal leaves community, including | cent Kelley, Paul Gyorgy, and C. Henry Kempe from 
newoomers, with only 3 GP's, two of whom practice on | Universities. of Louisville, Washington, Pennsylvania 
a limited basi. because of age or health. For details and Colorado respectively s apoilentions accepted now for 
contact: Joseph C Koch, MD, Phone 1438 or Mayor | July 1960. Write: Director of Medical Education, 
Adam Paimer, Phone 300. c Kauikeolani Children’s Hospital, Honolulu 17, Hawaii 


J.A.M.A., Sept. 19, 1959 


CALIFORNIA 


CALLING 


Physicians interested in 
staff level positions 
in psychiatric settings 


SPECIAL INTERVIEWS: 


Meet our representatives at the Mental Hospital Insti- 
tute in Buffalo, Oct. 20-22; or at the professional offices 
of the public employment se rvice in the following cities: 

Chicago, Oct. 19; Nov 5-6 

Washington, D.C., Oct. 23-26 

New York City, Oct. ‘27-30 

Boston, Nov. 2-3 
Employment offers are made to qualified physicians on 
the basis of application and interview; no written 
examination. 


Write TODAY for details and official application form. 
Medical Personnel Services, Dept. F. 
California State Personnel Board 
801 Capito! Avenue, Sacramento 14, California 


CALIFORNIA SENIOR PSYCHIATRIST OPENING 


in a developing psychiatric program in the county geén- 
eral hospital of large bay area county; duties include 
work with patients, supervision, teaching residents, ad- 
ministration, and ‘working closely with visiting staff: 
child psychiatry background and interest desirable, but 
not essential; beginning salary $1,096-$1,296 depend- 
ing on qualifications and experiences. Contact Director 
of Medical Institutions, Santa Clara County Hospital, 
San Jose, California. c 


ASSISTANT THORACIC SURGEON — FOR GLENN 
Dale Hospital, the tuberculosis bospital for the District 
of Columbia; one year appointment; experience in 

oracic surgery necessary; candidate shall have su- 
pervisory responsibilities of Assistant Chief, Depart- 
ment of Surgery; salary $10,130; sick leave, annual 
leave and other benefits: must be eligible for licen- 
sure in the_District of Columbia. Address inquiries 
to: Medical Director, Glenn Dale Hospital, Glenn Dale, 
Maryland. Cc 


WANTED—GENERAL PHYSICIAN TO WORK WITH 
well established doctor in West Virginia community of 
20,000; well equipped clinic; diversified industry and 
private practice: good churches, schools, and recrea- 
tional *ilities; salary $12,000 yearly and percentage 
of private practice net; no investment; periodic salary 
increases; paid vacation. For further information write: 

Medical Director, Gary District, United States ster 


Corp., Gary, West Virginia. 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of three years psychiatric experience; excellent oppor- 
tunities for advancement; salary rate $7,320.00-$10,- 
200.00 depending upon applicant's training and expe- 
riences; annual increments ; nominal deduction for com- 
plete family maintenance; fully approved large eastern 
mental hospital with three year accredited residents 
training program; must be eligible for licensure in 
Connecticut. Box 9553 C, % AMA. 


PSYCHIATRIST OUTPATIENT CLINIC — OPENING 
for Board Certified or Board Eligible psychiatrist to 
aid outpatient clinic, to be established in Bismarck, 
North Dakota; the clinie will be an independent unit; 
there may be some opportunity for private practice; sal- 
ary up to $20,000 per year; travel expenses for interview 
will be reimbursed and moving expenses will be cov- 
ered. Inquire to: Superintendent of State Hospital, 
Jamestown, North Dakota. c 


ASSISTANT COUNTY PHYSICIAN—GP WORK IN 
the hospital; out-patient and emergency, including 
daily ward and OB work for about 120-bed occupancy ; 
opportunity to practice in fields of special interest 
offered to full ability of physician; excellent visiting 
staff of specialists affording teaching supervision; = 
mated $11,000, depending on qualifications. Adm 
trator, Humboldt County Community Hospital, 22h 
Harrison Avenue, Eureka, California. 


ANESTHESIOLOGIST WANTED TO JOIN ESTAB- 
lished group in large city in Ohio; excellent financial 
arrangements with paid vacations; furnish complete 
details in letter to AMA, Box 9757 C, % AMA 


INTERNIST WANTED 


By a major international firm. Board quali- 
fied or eligible—full-time position in modern 
industrial diagnostic clinic, New York City. 
Starting salary $15,000 plus company bene- 
fits. Submit resume to: Box 9823 c/o AMA, 


(Continued on page 256) 
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To Insure Prompt, 


Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
Sug pository form — insures 
bowel 


Works exclusively by contact — 


ts on the large bowel alone, 


s equally effective whether 
ministered orally or by sup- 


pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or “2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative 


Ardsley, New York 
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256 J.A.M.A., Sept. 19, 1959 
inue TAL 2D PHYSICIANS NEEDED IN 2,400 BED 
(Continued from page 254) ‘salary range $6,505 to $13,070 de: 
WANTED—INTERNIST CERTIFIED OR ELIGIBLE: $18,000; approved. three year MEDICAL WRITER-EDITOR 
interested in peaction; foe yehiatric residence collaborating with Northwestern 
20 special Soard certified, including 6 ernists ; ensh’ 
applied in all clinic policies full Hospital, Downey, near Wairkegan, Well-established medical department of 
tnership 3 years; income based on work done; no linois. aia 
limits ; guaranteed $12,000; CYANAMID INTERNATIONAL a division of 
ic building; unusually fine hospital fac es, S80C . IN IN THE CENTRAL ADIRON- 
Clinic, Rockford, population over 100,000, Box State desires the services of @ AMERICAN CYANAMID 
9722 C, % AMA. general practitioner; community situated 63 miles north 
INTERNIST—AS STAFF PHYSICIAN: BOARD CER: hee inset of, 000 & COMPANY 
ti ot required; if physician selecte 
he will be for fahing are very seeks M.D. with at least 4 years experience 
= aut — 10.000 with premetions possible to Bernard Patrick, Town Clerk, Inlet, New York. in various phases of scientific writing and 
Veterans, Administration Hospital, Lebanon, editing to head existing scientific editorial 
Pennsylvania. f f Board group. Other languages besides English 
‘ATE TO GENERAL PRACTITIONER — MUST specialists ; va desirable. Some foreign travel involved. 
for Virsinis license; no required ; starting 000-$ di g 
§ h plus centage which will net over ; 
$i oe ber moth total: position open September, 1959, Box 9754 C, % AMA. Send full particulars to 
until June, 1960, perhaps longer if desired; rural prac- 


so 45 inutes drive from Richmond, Va.; off most UNUSUAL OPPORTUNITY IN CENTRAL WASHING- 
Ae .. aad 2 weeks Christmas vacation with full ton—Small town in rich farming section of central Employment Manager, Personnel Dept. 


ions, Box 9789 C, % AMA. y i second physician; excellent draw- 
pay; pleasant working conditions, Box 97 Weshington available in recently LEDERLE LABORATORIES 
ITERNIS - x MEDICAL CENTER; TO JOIN completed two physician clinic building; share x-ray 
een, Renal Sndiesl Center, 2250 Chambers Road, and lab work facilities: two class A hospitals within PEARL RIVER, NEW YORK 
St. Louis 36. Missouri. c 20 minutes. Box 9751 C, % AMA. 


OPPORTUNITY—NEEDED A DOCTOR FOR SMALL 
town and community of 1,500 persons; new clinic avail- 
able immediately on advantageous terms; 340 families 
supported the building of the clinic; hospital within 
20 minutes of town; housing available; good schools, 
churches, roads, community facilities. Contact: W. H. 
Ritchey, Lind, Washington. Cc 


PSYCHIATRIST—FULL TIME FOR LARGE GENERAL 
hospital*+ with modern psychiatric facilities for adults 
and children; fifty minutes from midtown Manhattan; 
retirement plan, vacation and sick leave; salary open; 
tequirements: Board Diplomate in Psychiatry and New 
Jersey license. Apply: Superintendent, Bergen Pines 
County Hospital, Paramus, New Jersey. Cc 


GENERAL SURGEON—WHO WILL ALSO ACCEPT 
general practice for small, new community, not govern- 
ment hospital, on Hoopa Indian reservation; preventive 
medical program similar to Peckham experiment; group 
practice; pre-payment plan; opportunity for education 
leave. Write or phone Richard Ricklefs, MD, Commu- 
nity Health Association, Hoopa, California. Cc 


GENERAL PRACTITIONER — FOR SMALL, NEW 
community, not government hospital on Hoopa Indian 
reservation; preventive medical program similar to 
Peckham experiment; group practice; prepayment plan; 
opportunity for education leave. Write or phone Richard 
Ricklefs, MD, Community Health Association, Hoopa, 

Cc 


California. 


NEEDED—-YOUNG GENERAL PHYSICIAN; BY FOUR 
man group in growing rural program in West Virginia; 
modern clinic facilities; regularly visiting specialist 
consultant staff; scheduled training and vacation peri- 
ods; foundation sponsorship, no investment required; 
starting range $14,000 to $16,000 depending on qualifi- 
cations. Address: Box 9662 C, % AMA. 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suourbs; there are many full and part time 
positions available in all specialties for private asso- 
ciations; industry; groups; and institutions: Call or 
write Mrs. N. Garland, Director Garland Medical 
Placement, 25 East Washington Street, Chicago 2, Lli- 
nois, ANdover 3-0145. All inquiries are confidential. C 


wi e y Bresent sta’ 
SPOT REFRIGE 


45 Board specialists, located in modern well equipped 
clinic; net starting income $15,000-$25,000 depending 


upon qualificat.cns; annual vacation and study peri- 
DIMENSIONS—BME-2 or oul ods. Write Box 9716 C, % AMA. 


Exterior—26" high, 20-1/2" wide, 21-1/4"" deep RADIOLOGIST—BOARD OR BOARD QUALIFIED TO 


ior~16-3/4"’ high, 14-1/4" wide, 10-5/8"’ deep e 4 associate with young Board radiologist in midwest met 
interier—16-3/4 a, / y ropolitan area; private office and 3 outlying hospitals 
with a general practice type of radiology; irradiation 


therapy, radioisotopes and diagnosis; excellent oppor 
tunity and early partnership for right man. Box 9737 C, 
% AMA. 


and GROWING MIDWEST CLINIC NEEDS BOARD CER- 


tified or Eligible specialists in otolaryngology, ortho- 
pedies, and psychiatry; present staff, age 32 to 38; new 


4 7 4 ‘ building addition, doubles size; early partnership; pros- 

n ] 10 IC perous city ot 40,000 serving 100,000. Write: Box 
9406 C % AMA. 

WANTED YOUNG GENERAL SURGEON TO ASSOCI- 

FIVE EXCLUSIVE ate—With a young general practitioner who has more 

work than he can handle; rural south central Minne- 

sota; salary the Is. year; partnership in the 2nd; open 


VALUES staff hospita! 15 minute drive. Call or write: C. A: 


Anderson, MD, Hector, Minnesota. 


The doctor’s special requirements for office and 


the ASTRA — are completely satisfied by P H Y S | e | A N 
It is easy to move from office to office. CLINICAL RESEARCH 


Guaranteed completely silent. 


® Maintains the same steady, even tem- Challenging opportunity for a scientif- 
perature the year ‘round. ically oriented physician in clinical re- 


search group of major pharmaceutical 
manufacturer. Metropolitan New York 
location; duties include responsibility 
for physiologic, pharmacologic, and 
21-1/2"" deep clinical development and evaluation of 

jaterior—21-1/4" high, © Best of all, it is realistically priced. new reseorch programs; prior tnvestt- 

15-3/4"" wide, All of these extra values make the ASTRAL ideal gational experience is desired but not 

MORPHY-RICHARDS 11-7/8" deep for the doctor's use. required. In reply state education, ex- 
perience and desired salary. Box 9749C, 

Astral 232 S. VAN BRUNT, ENGLEWOOD, N. J. c/o AMA 


@ Rounded corner, chip-resistant Vinyl 

DIMENSIONS—B230A2 enamel finish (impervious to alkalies, 

Exterior—36"’ high, fruit acids, etc.) makes it simple to clean 
2-5/8" wide, inside and out. 
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Silent Forever 
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MEDICAL PLACEMENT 


EMPHASIZING SOUTHERN 
OPPORTUNITIES 


Ruby Roberts, Dir. 
15 Peachtree Place N. W. 
_ Atlanta 9, Georgia ’ 


FAMILY PHYSICIANS — IMMEDIATE OPENINGS 
with established medical group; southwestern Pennsyi- 
vania; excellent educational opportunities; paid annual 
vacation and otuey period; net starting income $12,000- 

7,000 depending on training and gag! 7 no in- 
Soshenent required. Write Box 9753 C, % AMA 


OHIO—BOARD CERTIFIED PSYCHIATRIST; EXCEL- 
lent opportunity to join two established psychiatrists in 
private practice and further development of 40 bed psy- 
chiatric unit of large general hospital; give references 
and A. Arnold MD, 1121 Cl 
land Ave. . W., Canton 3, Ohio 


OBSTETRICIAN - GYNECOLOGIST — EXPANDING 
man group; association with Board Specialists; 
midwest; non- industrial, rapidly growing college com- 
ity; prosp rieultural territory; two approved 
guarantee pneome leading to full clinic 
membership. Box 7802 C, % AMA. 


OPPORTUNITY FOR WARD PHYSICIAN ON VERY 
active medical service under supervision of Board in- 
ternist; loeated near Ozarks; excellent retirement, sick 
and annual leave plans; salary range $9,890 to $16,000 
depending on qualifications. Contact: Manager, Vet- 
erans Administration Hospital, Poplar Bluff, Missouri. C 


RADIOLOGIST — DIRECTOR OF DEPARTMENT: 
Hawaii; Boarc Certified; work in diagnosis, therapy 
and isotopes. For details write: Pe: rsonnel Direc 
Department of Civil Service, County of Hawaii, Tito, 
Hawaii. Cc 


OTOLARYNGOLOGIST—-OR EENT TO TAKE OVER 
active lucrative unopposed practice in large Illinois 
community; nominal investment for price of equipment 
only. Write: Room 412, ienestennen Bldg., Rock Island, 
Illinois, or Phone 87113 c 


WANTED — GENERAL PRACTITIONER TO JOIN 
four man group in Puget Sound area; should be able 
to do OB and eligible for Washington license; start on 
$1,000 salary and progress to full partnership. Box 
9760 C, % AMA. 


AN WANTED—ACTING MEDICAL SERVICE; 
bed hospital; excellent staff; good locality; salary 

"330 to $16,000 depending on qualifications ; 
retirement; other benefi yrite: Manager, Veterans 
Administration Hospital, Montgome ry, Alabama. c 


PEDIATRICIAN — BOARD CERTIFIED OR BOARD 
Eligible; needed by expanding young clinic; early part- 
nership; new clinic building recently completed. For 
all details write: Business Manager, Hannibal Clinic, 
711 Grand Ave., Hannibal, Missouri. Cc 


PSYCHIATRIST — FOR FULLY STAFFED COUNTY 
mental health clinic; salary up to $14,400 depending 
upon qualifications and experience; privilege of private 
practice, Address: Director, Wilson County eer: 
De partment, Wilson, North Carolina. 


WANTED ORTHOPEDIST—BOARD CERTIFIED OR 
Board Qualified in full time clinic; Middle Atlantic 
States; starting income $18,000 with fringe; give full 
particulars in first communication. Golden Clinic, 
Memorial General Hospital, Elkins, West Virginia. C 


INTERNIST—-GROWING MIDWEST CLINIC NEEDS 
Board Certified of Qualified internist; prosperous city 
of 300,000; two class A medical schools ; early partner- 
ship; only those in permanent association 
reply. Box 9778 C, % AM. 


ASSISTANT PATHOLOGIST—CERTIFIED OR ELIGI- 
ble; preferably young man; 300 bed active general 
hospital. For further information contact: J. V. Casella, 
MD, Pathologist, Wilmington General Hospital, Wil- 
mington, Delaware. c 


INTERNIST WANTED — TO TAKE OVER ACTIVE 
practice; doctor specializing in general surgery; guar 
anteed income; thriving suburban community on Long 
ty miles east of New York. Box 9736 Cc, % 


eve- 
Cc 


WANTED—PHYSICIAN WITH GENERAL PRACTICE 
experience for admitting office and outpatient service of 
eneral medical and surgical hospital. Contact Director, 
rofessional Services, VA ospital, Alexandria, 
Louisiana. c 


DERMATOLOGIST — BOARD ELIGIBLE OR CERTI- 
tied to join specialty group of twenty; midwest univer- 
sity town over 125,000 population; no initial invest- 
ment; early  partne city needs dermatologist 
badly. Box 9718 C, % AMA. 


peter QUALIFIED OR CER- 
tified to head department in 12 man group a, o 
New York, ‘State: active established practice; 
ital optician on staff; possible ‘within 
Sree ree years. Box 7896 C, % AMA. 


PHYSICIAN WANTED—ACTIVE MEDICAL SERVICE; 
average salary $8,330 to $11,355 but may be higher; 
license in any state and U. 8. citizenship mandatory; 
liberal vacation; sick leave; retirement plans; Write to 
Manager, Veterans Administration Hospital, Erie, Pa. C 


portation com salary and excellen 
working conditions. A reas” Box 9739 C, AMA. 


PHYSICIANS PLACEMENT SERVICE 
The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chieago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


anxiety control 
in all 

age groups— 
without 
character 
distortion 


NOT WITHDRAWN 


SHE'S COOPERATIVE 


sodiunt® 


butabarbital sodium 


BUTISOL® effectively reduces 
nervous irritability and tension— 
without causing apathy and 
irresponsibility. 

In a recent study! of six widely 
used sedatives and tranquilizers, 
Butisol produced “‘satisfactory 
daytime sedation ...with minimal 
occurrence of untoward reactions. 
Large nighttime hypnotic doses are 
unnecessary in the majority 

of patients.’’2 


TABLETS + REPEAT-ACTION TABLETS 
* ELIXIR - CAPSULES 


1, Batterman C.; Grossman, A. 
Mouratoff, %. J., and Leifer, P.: 
A Clinical Re-evaluation of Day- 
Annual Meetin 

Francisco, Cal.; 23- 

2. Grossman, A. 3; Batterman, R. 
C., and Leifer, P.: Fed. Proc. 17:373 
(March) 1958. 


PHILADELPHIA 32, PA. 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 
ties for sale. 7 East Colorado Street, Pasadena, 
California, and 610 S$. Broadway Street, Los An- 
geles 14, California. c 


GENERAL PRACTICE — WEST VIRGINIA COAL 
fields; young, married, energetic man or woman wanted; 
$18,060 annua! salary; full details first letter; avail- 
able at once, Box 200, Holden, West Virginia. Cc 


READY MADE 08-GYN—PRACTICE AVAILABLE IM- 
mediately ; over 100 active ob cases; two open staff 
no funds Phone New- 

castle, Pennsylvania, OLiver 8-9031. c 


WANTED ANESTHESIOLOGIST—BOARD OR BOARD 
Eligible; private practice; 300 bed hospital expanding 
to 500; fee for service $25, ref net first year; Indiana 
location. Box 9791 C, % AMA 


WANTED—PSYCHIATRIST OR PSYCHIATRICALLY 
oriented physician for staff position in private hospital 
treating addictive illnesses. Write to: Administrator, 
The Keeley Institute, Dwight, Ilinois. Cc 


GENERAL PRACTICE AND SPECIALIST CLINIC — 
physician to practice in northern 
Minn rtnership within one year. Contact: K. 

McGill, East Range Clinic, 


STAFF ANESTHESIOLOGIST FOR PHILADELPHIA 
area; must ard Eligible and graduate of 
medical school: fee fur service. Box 9625 C. A. 


Virginia, Minnesota. C 


SHE'S CHEERFUL 


McNEIL LABORATORIES, INC. 


PHYSICIAN — LICENSED NEW YORK STATE TO 
learn anesthesiology with a Brooklyn group; $12,000 pe 
year while learning; state education and Heense number 
first letter. Box 9672 C, % AMA. 


PEDIATRICIAN — BUSY; CERTIFIED PEDIATRI 
cian; upstate New York; desires associate; certified or 
qualified; offer one third net and partnership in 2 
years. Box 9520 C, % AM 


OPPORTUNITIES AVAILABLE — PHYSIATRIST; 
Boarded or Board Eligible; also research director; 
new rehabilitation ou ; children and adults, New 
England, Box 8137 C, % AMA 


WANTED —_ INTERNISTS, 
neurologist; Board Certified or Board Eligible; 
general hospital with 320 medical beds. Write: 
9633 C, % A 


SURGEON—BOARD ELIGIBLE OR CERTIFIED; UL- 
tra-modern general hospital; three ae on the 
staff; quarters available; Manager, Veterans Admin- 
istration Hospital, Miles City, Montana. Cc 


RADIOLOGIST—SEEKS ASSOCIATE; PRIVATE OF- 

fice with some hospitai work; currently diagnosis only; 

rtnership after first year; Florida license required 
Box 9695 C, % AMA 


HEMATOLOGIST AND 
837 bed 
Box 


PATHOLOGIST—ASSOC pation IN PRIVATE PRAC- 
tice; midwest. Box 9756 C, % AMA 


(Continued on page 262) 
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The hypertensive under treatment is frequently burdened 
with side effects of therapy including states of depression, 
fatigue, and lethargy. He finds little joy left in his life 
and laughter is almost a forgotten experience. 


With RAUTENSIN and RAUVERA, two unique and depend- 
able antihypertensive agents, patients feel better, have a 
brighter outlook and blood pressure is reduced from 
dangerously high levels. 


in mild hypertension 


RAUTENSIN provides smooth antihypertensive action with 
no sudden rebounds or abrupt declines, and can be given 
over long periods of time without impairing mental alert- 
ness, producing excessive lethargy or drowsiness. When 
tachycardia is present, RAUTENSIN slows heart rate 10 to 
15 per cent. RAUTENSIN is less likely to cause mental 
depression than reserpine.’ The apprehensive hyperten- 
sive is calmed, yet side actions are “. . . either completely 
absent or usually so mild as to be inconsequential.’”” F 


RAUTENSIN 


each tablet contains 2 mg. of the purified alseroxylon complex of 
Rauwolfia serpentina 


blood pressure 
is controlled 
effectively 


Dosage: For the first 20 to 30 days, 2 tablets (4 mg.) once daily, 
at bedtime. Thereafter, a maintenance dose of 1 tablet (2 mg.) 
daily will suffice for most patients. 


in moderate to severe hypertension 


RAUVERA produces smooth and steady antihypertensive 
action which persists over the entire twenty-four hours , 
without peaks and valleys ... no “saw tooth” effect. 
Patients show a marked subjective as well as objective 
improvement with a significant drop in blood pressure, 

yet with a very low incidence of side effects.* Abrupt rise 

in blood pressure does not occur even when therapy is 
interrupted.* Tolerance does not develop on prolonged 
administration. Sensitization reactions or postural hypo- 

tension are very rare. Headaches, fatigue, insomnia and 

“heart consciousness” rapidly disappear, leaving the 

patient feeling well and asymptomatic. 


RAUVERA 


each tablet contains 1 mg. of purified alseroxylon complex of Rauwolfia ; 
serpentina and 3 mg. alkavervir (Veratrum viride fraction) ii 


Dosage: One tablet 2 or 4 times daily, ideally after meals, at intervals 
of not less than 4 hours. 


1. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 
2. Terman, L. A.: Illinois M. J. 2:67, 1957. 

3. La Barbera, J. F: M. Rec. & Ann. 50:242, 1956. 

4. Bendig, A.: New York J. Med. 66:2523, 1956. 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska - Peterborough, Canada 
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greater antihypertensive effect...fewer side effects 


~ 


antihypertensive- 
tranquilizer 


For complete information 

write Professional Services, 
Dept. H2, Merck Sharp & Dohme, 
West Point, Pa. 
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HYDRODIURIL alone 


RESERP INE alone 


HYDROPRES 


much more effective 
than either of its 
components alone 


Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 
Since nyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone. 
HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 
Arrest or reversal of organic changes of hypertension may occur. 

» Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

e With HYDROPRES, dietary salt may be liberalized. 
Convenient, controlled dosage. 


HYDROPRES-25  _HYDROPRES-50 


25 mg. HYDRODIURIL, 0.125 mg. reserpine. 50 mg. HYDRODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


Qo) MERCK SHARP & DOHME, vivieion oF merck a CO., PHILADELPHIA 1, PA. 
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wherever 
the 4 
winds 


PoLARAMINE’ 


dextro-chlorpheniramine maleate 


REPETABS* 


for prophylaxis and relief 
of allergic reactions 


wrt 
Symbol of 
the one-dose 
convenience 
you want for 
your patient 


a 


Ay on we 


SCHERING CORPORATION 


Bloomfield, New Jersey EN-1485-9 


(Continued from page 257) 


OBSTETRICIAN -GYNECOLOGIST—1L MAN FLOUR- 
ishing lowa group needs Board eligible or certified ob 
stetriclan; new building; 2 excellent hospitals in 
town of 30,000. Write: Box 9729 C, % MA. 


OTOLARY NGOLOGIST—BOARD ELIGIBLE OR CER- 
tified urgently needed to head department in moderate 
size clinic group; salary up to $20,000 depending on 
qualifications; early partnership. Box 9719 C, % AMA 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the +- approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRIC RESIDENCIES AVAILABLE — LIM- 
ited number of first year positions available for Jul 
1960; three year approved program; university hospital: 
associated entire state hospital system; supervised psy- 
chotherapy ; graduate school approved; 3 years pro- 
gressive seminars; lectures; visiting professors; oppor- 
tunities for research; ychoanalysis; psychoanalytic ; 
psychosomatic social science; biologic approaches; re- 
search fellowships; limited number positions available 
for individuals interested and qualified for research 
training; basic psychiatric training prerequisite; child 
psychiatry applications now being considered; limited 


number of fellowships for speciality 


approved as training center by A 

liaison with pediatric department; inpatiert and 
deficiency experience; intensive supervision; 
seminars; visiting professors. Contact: Dr. 


am, Ps chiatric Training and Research | 
_ North Carolina Memorial Hospital, | 


THE ONTARIO CANCER INSTITUTE, INCORPORAT- 
ing the Princess Marg*ret Hospital, was established in 
1957 to provide complete facilities for cancer research, 


diagnosis and treatment, exclusive of major surgery; | 


over 2,500 new cases are admitted each year, and over 
14,000 follow-up examinations carried out; applications 
are now being accepted for resident training in thera- 
peutic radiology; appointments for the 1960-1961 ses 
sion will be available in each of the 3 years of the 
hospital's trainine program aceredited by the Royal 
College of Physicians and Surgeons of Canada, for the 
Certification or Fellowship in the Specialty. Address 
enquiries to: Dr. T. C. Brown, 500 Sherbourne Street, 


Toronto 5, Canada bd 


KANSAS RESIDENCIES AND FELLOWSHIPS IN 
Psychiatry—Three year approved program; all at Kansas 
University Medical Center; sixty-five inpatient beds 
attached to general hospital of five hundred beds; active 
outpatient department; training in child psychiatry; 
psychosomatic medicine; total of twelve residents in 
highly individual program with emphasis on dynamic 
psychotherapy: to appoint five first year residents duly 1, 
1960; salary range adequate. For information write: 
Dr. Donald C. Greaves Professor of Psychiatry and 
Chairman of the Department, University of Kansas 
Medical Center Kansas City 12, Kansas. D 


PSYCHIATRIC RESIDENCIES—APPROVED 3 YEAR 
program; affiliated; state of Louisiana; Tulane Uni- 
versity; comprehensive clini and didactic training 
including hospital; t child; 
closely supervised somatic therapies; 
half of training period in Tulane operated acute treat- 
ment service of State hospital; small patient load; 
housing; maintenance ; weekly classes at Tulane; 
ond half at Tulane; stipends ranging $300-450 month 
without obligation to $600-700 with obligated state 
service; foreign graduates eligible if qualified. Write: 
Francis Silva, MD, Director, Tulane Training Unit, 
E.L.S.H., Jackson, Louisiana. D 


PSYCHIATRIC RESIDENCIES — BUFFALO, NEW 
York; Edward J. Meyer Memorial Hospital*+, Uni- 
versity of Buffalo School of Medicine; now considering 
applications for psychiatric residencies beginning July, 
1960; full 3 year approved training in a 136 bed divi- 
sion of a general hospital providing comprehensive 
training in analytically oriented dynamic psychiatry, 
somatic and drug therapies, neurology, child psychiatry 
as well as individual supervision; residents are given 
teaching and research opportunities; salary $3,875 Ist 
year, $4,575 2nd year, $5,275 3rd year plus meals and 
laundry. Write to: Dr. 8. Mouchly Small, oe of 
Psychiatry, 462 Grider Street, Buffalo 15, New York. D 


PSYCHIATRY RESIDENCY — THREE YEAR AP- 
proved program in 1,250 bed VA _ general hospital; 
southwest; closely affiliated with medical school; 400 
bed psychiatric service with predominately acute pa- 
tients; services include female psychiatric ward; neu- 
rology; consultations on medical and surgical patients; 
follow up clinic; mental hygiene clinic scheduled to 
open July, 1959; facilities available ; 
salary rane 0-$4,1 av 
program; $6,505-$9,890. 9794 D, % AX 


PHYSICAL MEDICINE RESIDENCY—THREE YEAR 
approved program in 1,300 bed VA hospital with Baylor 
U hiversity Coilege Medic ine affiliation; annual stipend; 

3,250- 65; career residency $6,505- 

. S. citizen or graduate approved 
{ or Canadian medical school; physicians qualified 
in specialty of PM&R are in great demand within VA; 
private institutions of private hospitals 
and private practice. Manager, VA Hospital, nabs | 
eXas. 


RESIDENCIES IN PSYCHIATRY — DUKE UNIVER- 
sity; three year approved; complete patient and re- 
search f ities; closely Supervised ; analytically ori- 
ented psychotherapy and somatic therapy: adult and 
children’s D; training in psychosomatic medicine 
and neurology; minimum starting salary $3,000; 
room and et F uniforms and other financial aid. 
Write: Dr. Ewald W. Busse, Chairman, Department of 
Duke University, Durham, North 


CLINICAL PATHOLOGY RESIDENT FOR JULY, 1960; 
fully approved 800 bed active research hospital; well 
organized training program; 250,000 tests annually; in- 
cludes steroid; enzyme and histochemistry; electro- 
phoresis; hormone assays and radioisotopes. Apply: 
Director of Laboratories, Jewish Chronic Disease Hos- 
pital,+ 86 East 49th Street, Brooklyn 3, New York, D 


wader career | 


APPROVED ROTATING erennenins — ONE-YEAR 
internship January |, 1960; 700-bed county a 
near New York City; t Oppo! 
nity; only applicants of approved medical school swill be 
considered; stipend $100 monthly plus complete main- 
tenance. Apply: ‘Superintendent, Bergen Pines Coun 
Hospital, Paramus, New Jersey 


RESIDENCY IN CHEST MEDICINE — APPROVED 
one year by the American Board of Internal Medicine; 
training includes rotation through tuberculosi thma, 
cardio-pulmonary physiology laboratory, clinical and 
laboratory cardiology’ stipends range $3,000 to $4,200. 
Address: Dr. Irving Kass, Assistant Medical Director, 
National Jewish Hospital+, Denver, Colorado. D 


ROTATING INTERNSHIP APPROVED—AVAILABLE 
immediately; bed hospital; active teaching pro- 
gram; member exchange visitor program; candidates 
must be ECFMG certified; stipend $200 per month; 
plus full maintenance. Apply: Chairman, Resident In- 
tern Committee. West Suburban Hospital* +, 518 N 
Austin Blvd., Oak Park, Illinois. 


GENERAL RESIDENT TRAINING PROGRAM— $650 
month ; hospital accredited ; training approved; 100 beds; 
no tubercular; no geriatrics; have seven resi- 

one vacancy beginning December, 1959; must be 

_ $) or Canadian citizen. Medical Director, Tulare 
County General Hospital, Tulare, California. D 


GENERAL — PRACTICE ROTATING RESIDENCY 
available January 1, 1960, in 244 acute bed county 
general hospital accredited by JCAH; $600 per month 
plus attractive 5-room furnished home: must be citizen 
of United States of America. Box 9723 D, % AMA. 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Oklahoma Medical Center; three year approved training 
provides broad experience in dynamic ged with 
intensive psycho-therapy of inpatients and outpatients; 
physiological and pharmacological therapies; neurol- 
child psychiatry; social and preventive 

behavioral sciences ; psychoanalysis; psychosomatic me 
residents articipate in research and teaching: 
supervision; excellent case material; 
: stipends first year $4,500; second year 
ear $5,500; applicants now being consid- 
0. For details 


University of Oklahoma School of Medicine and Uni- 
versity Hospitals, 800 Northeast 13th Street, Oklahoma 
City 4, Oklahoma. D 


ORTHOPEDIC RESIDENCY—VACANCY EXISTS NOW 
and for January 1, 1960, in a fully approved program 
of training in orthopedics at a 500 bed Veterans Ad- 
ministration Hospital; the training is under the super- 
vision of both Tulane and Louisiana State University 
Medical Schools who supply the consultant And attend- 
ing orthopedic staff; basic science training in orthopedics 
for five months at Tulane Medical School is a part of 
the program; one third of the training is given at affili- 
ated hospitals in order to assure training in children’s 
orthopedics ; remuneration begins at $3,250 a eet: only 
U,. 8. citizens and graduates of approved U. 8. medical 
schools should apply. Write: Director of Professional 
Services, Veterans Administration Hospital, New Or- 
jeans, Louisiana D 


(Continued on page 266) 
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 |-Belladonna Alkaloids*  O.lmg. 
* 87.5% hyoscyamine:and 
12.5% atropine as sulfates. 
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Center 
Hill, N 
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In Coronary 
Insufficiency. .. 


Your high-strung angina patient 


often expends a “100-yd. dash” 
worth of cardiac reserve 


through needless excitement. 


Miltrate 


Miltown® (meprobamate) + PETN 


‘Each tablet contains: 200 mg. Miltown and 10 mg. penta- 
erythritol tetranitrate. Supplied: Bottles of 50 tablets. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bed- 
time. Dosage should be individualized. 


(i) wattace LABORATORIES + New Brunswick, N. J. 


Curbs emotion 
as it boosts 
coronary 
blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 


for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 


_ increases his exercise tolerance. 
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COPYRIGHT 1959 THE COCA-COLA COMPANY “COCA-COLA” 1S A REGISTERED TRADE-MARK 


f 


Amid the busy bustle of the workaday grind, 
there is nothing quite so welcome 
as the quick refreshment and lift in ice-cold Coca-Cola. 


4 
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“Deformity in rheumatoid arthritis 
develops in two stages. The most 
obvious is joint destruction. 

But even earlier... 


muscle spasm...has insidiously 


started to lead to deformity.” 


in rheumatoid arthritis... 


PARA FON 


with PREDNISOLONE 


provides spasmolytic, 
anti-inflammatory, and 
analgesic action 


dosage: One to two tablets three or four times a day. 
supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains PARAFLEX® Chlorzoxazonet 
125 mg.; TYLENOL® Acetaminophen 300 mg.; and 
Prednisolone 1.0 mg. 
precautions: The precautions and contraindications 
that apply to all steroids should be kept in mind 
when prescribing PARAFON WITH PREDNISOLONE. 


1. Swanson, J. N.: Canad. M. A, J. 79:638 (Oct. 15) 1958. 


McNeEiL INC PHILADELPHIA 32, Pa, 


*Trade-mark U.S. Patent Pending 
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AN 
AMES 


CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT 
ARE MULTIPLE 
GALLBLADDER 
ANOMALIES? 


One hundred and twenty-two cases 
of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 
plex has recently been described. 


Source: Skilboe, B.: Am. J. Clin. Path. 
30:252, 1958. 


in medical 
management 

and postoperative 
care of biliary 
disorders... 


“effective” hydrocholeresis ... 


DECHOLIN 


(dehydrocholic acid, Ames) 


“...dehydrocholic acid...does con- 
siderably increase the volume out- 
put of a bile of relatively high water 
content and low viscosity. This drug 
is therefore a good ‘flusher,’ and is 
effectively used in treating both the 
chronic unoperated patient and the 
patient who has a T-tube drainage 
of an infected common bile duct.”! 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN.... 
BELLADONNA 


*,.» DECHOLIN/ Belladonna in a dos- 
age of one tablet t.i.d. for a period 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 
facilitating elimination.”? 
(1) Beckman, H.: 


Drugs: 
Their Nature, — and Use, 
ae W. B. Saunders Company, 


‘AMES 


1958. 425. COMPARY, INC 
Elthart tndiona 


<4 Biliary Tract 


Diseases, 
Times 85: 1081, 1957. 
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NEW YORK CITY—RESIDENTS; A PSYCHIATRIC 
service in a general hospital with approved three year 
training program; all para-medical services fully oper- 
ative, located in the Greenwia h Village section of New 
York City; physical plant modern, up-to-date, recently 
vonstructed; this general hospital consists of 830 beds 
covering all specialties, and including a current capac- 
ity of 82 beds in a psychiatric pavilion; affiliated with 
New York University-Bellevue Medical Center; resi- 
dencies available at lst and 3rd year levels. For further 
information, write: The Administrator, St. Vincent's 
Hospital*+ of the City of New York, 153 W. lith 
Street, New York 11. Applications now being oman 
for training year starting july 1, 1960. 


APPROVED RESIDENCIES INTERNAL MEDICINE 
available quarterly; Veterans Administration Center, 
Dayton, Ohio; 3-4 year program; citizenship required 
or else graduate of approved Canadian or USA Medical 
School; affiliated and supervised by Ohio State Univer- 
sity Medical School; salary $3,250-$4,945 per year; ap- 
proved for benefits under Public Law 550; outstanding 
record with specialty Board significantly higher 
national averages. Write: Dr, 8. Simerman, Chief, Medi- 
cal Service, Veterans Administration Center, Dayton, 
Ohio. D 


WANTED--RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available: large eastern men- 
tal hospital+; excellent program; therapeutic, 
$5, Box AMA 


PATHOLOGY—ALBANY MEDICAL COLLEGE; FULLY 
approved internships and residencies in pathology in 
the university hospital with training in anatomical and 
clinical pathology; also experience in experimental 
pathology included for those who desire; basic stipend 
for Ist year $2,400, 2nd $3,000, 3rd $3,600, 4th $4,200; 


in addition a limited number of special fellowships are | 


available (at both internship and residency level) for 
training in academic and practical pathology with lst 
year stipends of $4,200 and annual increases. Write: 


Wilbur A. Thomas, MD, Head of Department of | 
Pathology, Albany Medical College, Albany 8, New 
York. D 
WORC EST oy CITY HOSPITAL*+ — WORCESTER, 
Mass.; 450 beds; Board approved rotating internship 


and residencies in medicine years; surgery 4 years; 
orthopedics 2 years; adult; pediatrics 2 years; pathol- 
ogy 3S years; and general practice 2 years; large pro- 
portion of active ward service cases with excellent 
teaching staff and opportunity to learn; daily teaching 
conferences and bi-weekly guest physician conferences ; 


annual stipend $2,400 interns; $3,000, $4,000 residents; | 


including maintenance; applicants must’ be graduates 
of approved schools or také AMA qualifying examina- 


tion. Reply to: Dr. Victor P. DiDomenico, Director of | 
D 


Medical Education. 


GENERAL RESIDENT TRAINING PROGRAM-— 
mo. ; hospital accredited; training approved; 100 beds 
active; no tubercular; no geriatrics; U. S. or Canadian 

citizenship required; one 

July, 1960. Medical Director, Tulare County Hospital+, 

Tulare, California, dD 


vacancy January, 1960; six | 
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PSYCHIATRY—-BARNES HOSPITAL*+ 3 YEAR AP- 
proval; versatile residency offering supervised dynamic 
psychotherapy: excellent opportunities for research: 
training in neurology; hild guid clinic; 
outpatient and inpatient therapy in new university 
with psychoanalysts; St. Louis a city with artistic, 
intellectual facilities ; program and salary flexible; full 
maintenance. Write: E. F. Gildea, partmen: of 
Psychiatry and Neurology, Washington University Med- 
ical School, St. Louis, Missouri. D 


PATHOLOGY RESIDENCY—4 YEARS FOR 6 RESI- 
dents; fully approved for PA and CP; four certified 
pathologists; surgicals 9,000; autopsies 335; 
688,863; Indiana University teaching conferences and 
appointments available; stipend first year $3.336.00 with 
opportunity for extra income and annual increases; 
on available; licensure is nec 

Avge Lester H. fort. Director of Lab- 
oratories, thodist Hospitals +" ndianapolis 7, 
a 


SCHOOL OF PSYCHI- 
atry; approv: ree year program; balanced clinical 
and didactic training including spehotherapy and 
somatic therapies, outpatient and child psychiatry; at 
VA, State and Menninger Hospitals; affiliated with 
Topeka Institute for Psychoanalysis; five year appoint- 
ments combining residency and staff experience for 
Board Eligibility available at staff salaries, Write: 
Bestetrar, Menninger School of Psychiatry, "Topeka, 

nsas. 


RESIDENCY MEDICINE — APPROVED 
hospital+; Los Angeles; affiliated with 3 
medical schools; and enance available 
for unmarried residents; in S. F. Valley; 12 
miles frum A; 3m itpatient service at 
UCLA; successful ‘completion oft will make resi- 
dent eligible for acceptance by VA Tonter: Los Angeles, 
for remainder residency requirements. Write: Manager. 
VA Hospital, Sepulveda, California. Do 


OBSTETRICS AND GYNECOLOGY — APPROVED 3 
year residency; available July 1, 1960; open to gradu- 
ates from an approved medical school and approved 
internship; or others holding a temporary or as. 
nent Michigan medical license; salary $4,800 to $5,700; 
uniforms furnished; room available for single residents. 

pply to: Assistant Administrator, Crittenton vas 

Hospital+, 1550 Tuxedo, Detroit 6, Michigan. 


APPROVED ROTATING INTERNSHIPS 4—312 BED 
fully accredited general hospital* ; 12,000 admissions per 
pars good clinical material ; excellent teaching program; 

C F M G certification required for foreign graduates : 
openings for Janua . 1960 and July 1, 1960; $350 
per month plus full maintenance ; family housing ‘avail- 
able; 30 miles from Pittsburgh. Apply: Assistant Ad- 
ministrator, Westmoreland Hospital, Greensburg, Pa. 


— ae RESIDENCIES IN MEDICINE, PULMO- 
diseases, pathology, and psychiatry available 
1960; 700-bed co county near New 
or’ tional ed opportunity: only 
applicants who have completed on ar approved in- 
ternships will be considered; Ta 200 monthly plus 
maintenance. Appiy upe ergen 
Pines County Hospital*+, Paramus, New J 0 


GENERAL ROTATING APPROVED INTERNSHIPS 
available at Uniontown Hospital*, Uniontown, Pa. ; sti- 
pend $350 per month; graduates of U. 8. and foreign 
medical schools on AMA list are eligible; those not on 
this list must have passed the American medical qual- 
ification examination; for further information, contact 
Chairman, Intern Committee, Uniontown Hospital, 
Uniontown, Pennsylvania. D 


APPROVED RESIDENCIES IN MEDICINE IN CAN- 
cer research hospital; excellent facilities for clinical 
training, participate in research in hematology, endo- 
crinology, metabolism, cancer chemotherapy ; internship, 
one prior year medical residency in USA, and interview 
required ; salary $4,010-$4,570. Write: Chairman, Medi- 
cal Residency Committee, Roswell Park Memorial In- 
stitute, Buffalo, New York. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clini- 
cal experience; opportunities for clinical, teaching and 
research appointme: nts in hospital*+ and medical col- 
lege after completion of training; yy internship 
required. Write: C. ndmesser, MD, Director of 
Anesthesiology, Albany Medical Center, Albany, as | 


RESIDENCIES—INTERNAL MEDICINE; ACTIVE 300 
bed general hospital+; approved 3 year residency pro- 
gram, full time Board specialists teaching; salaries 
range from $315 to $415, depending upon year of train- 
ing and family status; eligible California licensure. 
Write: Director of Education, Kaiser Foundation Hos 

, 280 West MacArthur Bivd., Oakland 11, -_ 


fornia. 


RESIDENCIES — INTERNAL MEDICINE AND GEN- 


emal surgery; fully approved; 377 bed GM&S Veterans 
Administration Hospital+; affiliated with the Johns 
Hopkins and University of Maryland Medical Schools; 
salary $3,250 to $4,945; U. 8. A. citizenship required. 
Director, Professional Services, 


Address inquiries to: 
Hospital, Fort 


Veterans Administration 
Maryland. 


RESIDENCIES INTERNAL MEDICINE — 1,300 BED 
general hospital; 3 year; Baylor University College of 
Medicine affiliation; includes all subspecialti 
supervision of Boatd Certified specialists ; 
$4,945; must be graduate of U. S. or Canadian medical 
school; appointments available for 1960. Ben- 
nett, MD, VA Hospital+, Houston, Texas. 


1G ENERAL PRACTICE—ONE YEAR ROTATING RESI- 
dencies beginning July, 1960; one vacancy available 
immediately; accredited, well ‘staffed 183 bed hospital 
in attractive seaside city. U. 8. citizenship, one year 
internship; etiability for California license required; 
quarters available; salary $560 month. Contact: Director, 
County Hospital, Santa Cruz, California. D 


WANTED INTERNIST—FOR A 165 BED GENERAL 
medical and surgical hospital very adequately staffed 
by cog een with excellent laboratory and x ray serv- 

; three internists on staff at present; starting salary 
$9890 to $11,373; Address: Director, Professional serv- 
ices, Veterans Administration Center, Fort Harrison, 
Montana. D 


| OTOLARY NGOLOGY RESIDENT POSITION AVAIL 
able; AMA approved edical school; 1,300 bed oe 
Apply: Chairman, ENT Residents, Box 25, 1200 E 
Broad Street, Richmond 19, Virginia. D 


(Continued on page 272) 
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Thomas Drummond, British army 
officer and surveyor, invented a system 
of lighting known as “limelight” in 
1825. Captain Drummond perceived his 
idea of limelight while attending lectures 
on chemistry and physics at the Royal 
Institution of London. His invention 
was originally for the purpose of mak- 
ing distant surveying stations visible, 
with the first intense white light being 
produced by directing an oxyhydrogen 
flame on a cylinder of lime. After he 
successfully completed observations be- 
tween two mountains 67 miles apart, the 
Drummond Light came into prominence. 
It was utilized in lighthouses, and for 
lighting purposes on the theatrical stages. 
Since only the largest theaters could af- 
ford such lighting, “to be in the lime- 
light” was considered tantamount to 
success on the stage. This saying with 
its original meaning of commanding 
public attention has remained in our 
language ever since. 


A person who meddles in the affairs 
of other persons, particularly one who 
stands around a card game giving un- 
invited advice on the way to play is a 
kibitzer. This word is derived through 
Yiddish from colloquial German Kie- 
bitz the name of the lapwing or plover 
bird. This bird hangs around farms and 
fields watching the farmers performing 
their work and although it jabbers in- 
cessantly, it cannot sing a note. It also 
has the habit of giving shrill cries at the 
approach of hunters, to warn the other 
birds of the impending danger. 

Because of its nuisance and worthless 
traits, the name of this bird has been 
likened to meddlesome spectators since 
the 16th century, and it is still a popular 
expression today. 


The sandwich got its name from the 
fourth Earl of Sandwich, who lived in 
the time of George III. 

The earl, a notorious gambler, fre- 
quently became so engrossed in cards 
that he would refuse to leave the gam- 
ing tables for food. His servants would 
bring meat, between two slices of bread, 
which he could eat and still continue 


gambling. The earl unknowingly gave 
his name to the sandwich, but he was 
not the first to eat bread and meat in 
this combination. Under different names 
the sandwich has been popular since 
ancient times. The Romans knew the 
sandwich under the name of offula, 
diminutive of offa signifying a bit or 
morsel. It is believed that the sandwich 
was introduced in England by the Ro- 
mans nearly 1800 years before the Earl 
of Sandwich was born, but today we 
still use his name in describing our 
quickly assembled form of food. 


Many newspapers today are still re- 
ferred to as “gazettes.” The origin of 
this term that has been inexorably as- 
sociated with newspapers had its be- 
ginning in 1566. At that time the first 
newspaper was printed in Venice, where 
it sold for the price of one “gazetta,” 
which was a coin of that country. From 
that name we have derived our present- 
day word “gazette” meaning newspaper. 


“Blowing off steam” is a phrase origi- 
nally associated with the earliest days of 
the steam locomotive when extremely 
hot fires were required to produce suf- 
ficient power to pull the cars. The steam 
built up when the engine was brought to 
a halt. Since there were no safety valves, 
the engineer would pull a handvalve 
during his stops, to release the rapidly 
rising steam pressure. 

Crowds would collect to see the loco- 
motive arrive and depart from the sta- 
tions, and to sce the engineer release 
steam. From thi; outburst developed 
the phrase in our modern language, cov- 
ering any type of general outburst. 


“Farfetched,” in our modern vernac- 
ular means something that is difficult 
to believe. To the people of England 
during the 15th and 16th century it 
meant the same thing. 

As shipping expanded, the sailors 
would return after long voyages with 
fabulous and fantastic tales—and many 
of them were true. The ships also 
brought back spices, laces, perfumes, 


J.A.M.A., Sept. 19, 1959 


pottery, and other desirable things. 

Quick to capitalize on this new com- 
merce, some merchants who were per- 
haps a little lax in morals and scruples 
would pass off their obsolete stock to 
the gullible as something that had been 
“fetched from afar.” Eventually, this 
farce was uncovered and “farfetched” 
came to mean anything that might be 
untrue or inaccurate. 


The first handkerchief, according to 
folklore, was a jackal’s tail, mounted on 
a stick. This served the dual purpose to 
the Bushmen of a handkerchief and a 
fan. Other savage races wove little mats 
of grass, which were worn on the heads 
and used to mop away perspiration from 
the forehead. 

The development of the handkerchief 
in France, particularly, reached an ele- 
gance scarcely conceivable. In the 17th 
century it was made of exquisite hand 
woven lace, sometimes ornamented by 
gems. 

An edict concerning the shape of the 
pocket handkerchief, dated June 2, 1785, 
was issued by Louis XVI, supposedly at 
the request of Marie Antoinette. Up to 
her time, it seems that handkerchiefs had 
been of assorted sizes and shapes. The 
Queen believed that if the square form 
only were used, the handkerchief would 
be more convenient. Consequently it 
was decreed that: “The length of hand- 
kerchiefs shall equal their width, through- 
out the entire kingdom.” This pattern is 
still in use. 


When the metal pin was invented in 
the 14th century, manufacturers were 
allowed to sell them only on January 
lst and 2nd of each year. The reason 
was that women, delighted with the pins, 
spent money intended for household pur- 
poses to buy them. They were expensive 
but everyone bought them. The custom 
of putting aside a bit of money every 
now and then so that one would have 
funds to purchase pins on January Ist 
and 2nd thus was originated. The prac- 
tice of saving small amounts of money 
became known as saving “pin money” 
and has remained known by this title 
through the past six centuries. 
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PROLONGED PENICILLIN ACTION 
MEASURED IN WEEKS FOR... 


e Streptococcal and Pneumococcal 
Infections 


Rheumatic Fever Prophylaxis 


e Syphilis (primary & secondary) 
and 


Representative References: 1. Breese, B.B.: J.A.M.A. 152:9 
May 2) 1953. 2. Breese, B.B., and Disney, F.A.: Pe d at 
15:516 (May) 1955. 3. Davis, J., and Schmidt, W.C.: New 
England J. Med. 256:339 (Feb. 21) 1957. 4. Feldman, H.A., 
et al.: J.A.M.A. 155:109 (May 8) 1954. 5. Githens, J.H 


et al.: Antibiot. Med. & Clin. Therap. 4:333 (June) 195 

6. McFarland, R.B., et al.: New England J. Med. 258:1 June 

26) 1958. 7. Moh hier , D.N., et al.: New England J. Med. 254:4! 

(Jan. 12) 1956. 8. Morris, A.J., and Rammetkamp, C.H., Jr.: J.A.M.A, 
165:664 (Oct 12 1957. American Heart Association: Circulatior 
15:154 Jan.) 1957. 10. Diehl, A.M., et al.: South. Med. J. 49 


(March) 1956. 11. Diehl, A.M., et al.: J.A.M.A. 155:1466 (Aug. 21) 1 
12. Giddings, L.E., and Yoder, F. D.: Rocky Mt. Med. J. 56:37 Jan 
1959. 13. Houser, H. B.: J. Mich. Med. Soc. 52:1289 (De 953 

14. Mortimer, E.A., Jr., et al.: New England J. Med. 260:101 Van. 15 
15. Stollerman, G.H.: Am. Pract. & Digest Treat. 5:589 (Aug.) 1954. 16 
Stollerman, G.H., et al.: Antibiotics Annual 1953-1954, Medical Encyclopedia, 
Inc., pp. 114-118. 17. Stollerman, G.H., and Rusoff, J.H.: J.A.M.A. 150:1 
(Dec. 20) 1952. 18. Wood, H.F., et al.: Am. pee Assoc., 29th Scientific 
Sessions, Oct. 26-29, 1956. 19. Landman, G.S., et al.: South. Med. J. 51:891 
(July) 1958. 20. Montgomery, C.H., et al.: Texas State J. Med. 54:575 (Aug 
1958. 21. Moore, J. E.: Ann. Int. Med. 39:644 (Sept.) 1953. 22. O’Brien 

J.F., and Smith, C.A.: Am. J. Syph., Gonorr. & Ven. Dis. 36:519 (Nov.) 1952. 
23. Smith, C.A., et al.: Am. J. Syph., Gonorr. & Ven. Dis. 38:136 (March) 1954, 
24. Takos, M.J., ét al.: Public Health Reports 72:976 (Nov.) 1957. 25.Thomas 
E.W.: J.A.M.A. 162:1536 (Dec. 22) 1956. 
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Little mother, just 
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ONE 
BONADOXIN' | 
Me tablet usually stops morning sickness / 

‘(you take it at bedtime) 99 


a 


The formula tells why Bonadoxin 
i quickly stops nausea and vomiting of 
ik pregnancy in 9 out of 10 cases.* 
Each tiny Bonadoxin tablet contains: 
Meclizine HCI (25 mg.) for antinauseant action 
Pyridoxine HCI (50 mg.) for metabolic replacement 
' More than 60,000,000 tablets 
prescribed and taken, Toxicity low, 
tolerance excellent. In bottles of 25 
and 100. Usual dose: one tablet at 
bedtime; severe cases may require 


another on arising. See PDR, p. 779. 


~ 


Bonadoxin also effectively relieves 
nausea and vomiting associated with: 
anesthesia, radiation sickness, 
Meniere’s syndrome, labyrinthitis, 
cerebral arteriosclerosis and 

motion sickness. 


New York 17, New York 
Division, Chas. Pfizer & Co., Ine. 
Science for the World’s Well-Being 


For infant colic, try anti- 


spasmodic Bonadoxin Drops... 
stop colic in 7 out of 8 cases.* 


Each cc. contains: 
Meclizine 8.33 mg. / Pyridoxine 16.67 mg. 


See PDR, p. 779. 
*Bibliography available on request. 
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| ROTATING RESIDENCIES—FOR GRADE A SCHOOL 


beginning Juty, 140 bed hospital in 
; full maintenance plus $400 per month; 

deliveries: 3,40” admissions; 730 surgeries; over 50 per- 

cent of staff Board Certified. Box 9764 D, % AMA. 


ANESTHESIOLOGY RESIDENTS —- APPROVED TWO 
year residency in private hospital; full integrated teach- 
ing program; opPrtunity to staff appointment on com- 
pletion of training; $250 monthly stipend; one year 
internship recuirement. Apply to: Box 9758 D, % AMA. 


now your patients can snack 
and still keep calories down 


Ovaltine supplies extra nourishment — not excessive in calories — 
and is excellent for snacking or just before meals to help curb the 
appetite. Ovaltine helps maintain satisfactory intake of essential 
food elements during the stress of dieting. 


Three teaspoonfuls of Ovaltine provide all of Ovaltine’s well- 
known nutrition and add only 51 calories to the diet. 


Ovaltine 


Ovaltine Food Products, a division of The Wander Company, Villa Park. Ill. 


Donti rom INTERNIST—MICHIGAN LICENSE ESSENTIAL; FOR 

RESIDENCIES—INTERNAL MEDICINE; 1,300 BED orn facitities with well established group; preter young 
hospital+; 3 year; Baylor University College of Medi- man under thirty years of age; excellent o a 


cine affiliation, includes all subspecialties under super- tunity; opening available immediately. Box 9686 


vision of Board Cone’ specialists; $3,250 to $4,945; 


must be graduate of U. or Canadian medical school; * a 
ae available for 1960. H. D. Bennett, MD, RESIDENT PHYSICIAN—118 BED GENERAL HOS- 
stration Hospital, Houston, Texas. D pital; $300 per month plus maintenance; must be 
graduate AMA approved school; general services; no 


Northern California; organized teaching program with 
8 full time Board pediatricians; California licensure 
eligibility required; salary $315 to $390. Contact: 


Apply: Administrator, The Valley Hospital, Ridgewood, 
New Jersey. D 


Alexander King, MD, Chief, Pediatrics Department, | SECOND YEAR SURGICAL RESIDENT — THREE 
Kaiser Foundation Hospital+, Oakland 11, Cali- | year approved program accredited 500 bed general hos- 
fornia. D pital; stiperd =e plus room; uniform and laundry; 
available now. Apply: Assistant Director, Aultman 

WANTED PEDIATRIC RESIDENT — FOR 300 BED Hespital*+, Canton, Ohio. D 


eneral hospital*+ to begin immediately; service bein 

Geveloped for accreditation; particulars will be su pli 
on request; personal interview desirable. Wilmin ngton 
General Hospital, Chestnut at Broom Street, Wilming- 
ton, Delaware. o 


RESIDENT IN PATHOLOGY — FULLY APPROVED 
rogram in accredited 500 bed general hospital; stipend 
$578 5-$285 plus room; uniforms and iaundry; available 
now. Contact: Dr. Frank Queen, Aultman Hospital*+, 
Canton 10, Ohio. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY | 
of Minnesota Hospitals, Minneapolis Veterans Adminis- PATHOLOGY RESIDENCY — 2 VACANCIES BOARD 
tration Hospitals and associated hospitals; an opening approved ; constant supervision by three full time pa- 


every 4 weeks. Address: Frederick H. Van Bergen, MD, | thologists; 7,000 surgicals; 190 autopsies; lab staff of 
Director of Anesthesiology, University of Minnesota | 43; salary range $3,100-84,250, Director, City of King- 
Hospital, Minneapolis, Minnesota D ston Laboratory, Kingston, New York D 


| 
WANTED 


| ONE YEAR ROTATING AVAILABLE 


October |, 1959: graduates U. S. and Canadian medical 
aehente: monthly stipend $214; housing; AMA approved. 

Apply: Chief of Professional Serv rvices, General Hospital 
Riverside County*+, Arlington, California. 0 


ROTATING INTERNSHIPS—AVAILABLE JULY, 1960; 
500 bed hospital*+; completely new surgery, x-ray, 
out-patient departments; stipend $125 per month plus 
maintenance. Methodist Hospital, Peoria, Illinois. D 


INTERNSHIPS AVAILABLE JULY 1, 1960; 259 BED 
general hospital* +; all services very active; salary $100 
monthly plus full maintenance. Evangelical Deaconess 

Hospital, 4229 Pearl Road, Cleveland 9, Ohio. D 


PATHOLOGY RESIDENT FOR EXPAND- 
ing institution+; thirty minutes from Los Angeles; 
$4,800 per annum; eligible California licensure. Box 
9767 D, % AMA 


WANTED-—FIRST YEAR RADIOLOGY RESIDENT FOR 
a clinic hospital; doctor owned; affiliated with Cook 
County Hospital x ray department full three year pro- 

gram; Indians license required. Box 9688 D, % AMA. 


AVAILABLE IMMEDIATELY—FIRST YEAR SURGI- 
cal residency in four year approved program; rapidly 
expanding community; American and Canadian grad- 
uates only. Box 9683 D, % AMA. 


AVAILABLE IMMEDIATELY — SECOND YEAR OR- 
thopedics residency; Board approved three year program; 
rapidly expanding neg es American and Canadian 
graduates only. Box 9682 % AMA. 


LOCUM TENENS WORK WANTED 


PRACTITIONER SEEKS LOCUM TENENS OR ASSO- 
ciation—California or Oklahoma location desired for 
locum tenens starting August to October, with expecta- 
tion of association with small group in future; general 
practice for two years previously; age 34; with the in- 
tention of moving closer to an urban area. Box 9673 H, 

% AMA. 


LOCUM TENENS WANTED 


WANTED—PHYSICIAN AND SURGEON FOR ACTIVE 
general practice for the months of October and Novem- 
ber, 1959. Apply: L. N. Dale, MD, Red Lake Falls, 
Minnesota. G 


SITUATIONS WANTED 


NEUROLOGIST: BOARD ELIGIBLE, NEUROLOGY; 
MA, Medicine; 2 years, Fellow, Neurosurgery, Mayo 
clinic; 4 years, partnership practice, Neurology & 
neurosurgery; presently research & teaching fellow, 
Neurology; seeks association with group clinic or in- 
dividual, Florida or Washington. Woodward Medieal 
Bureau, 185 N. Wabash, Chicago 1. I 


RADIOLOGIST — 35; FAMILY; VETERAN; CERTI- 
fied radiology; in solo hospital ‘and clinic practice for 
past four years; desires association with another radi- 
ologist or radiological group; Connecticut and Minne- 
sota license; diplomate of national board of medical 
examiners. Box 9821 1, % AMA 


EUROPEAN LOCATION WANTED—31-YEAR-OLD MD 
with reputation as conscientious, hard worker, desires 
position offering —_ or — in Europe; born, 
raised, educated finishing European 
duty with military: will cénelder any type position. 
Box 9818 |, % AMA 


PATHOLOGIST—BOARD CERTIFIED; MATURE; EX- 
perienced; desires relocation in active * progressive ‘small 
or medium size hospital] interested in good laboratory 
pathology service; will associate with another patholo- 
gist. Box 9800 I, % LA. 


fied by general and thoracie surgical beards: desires 


experience; would prefer teaching affiliation. Box 
9811 1, % AMA. 


PHYSICIAN MEDICINE AND REHABILITATION 
board diplomate excellent training; head of depart- 
ment in general hospital; desires to change location; 
enjoys opportunities for teaching and research; veteran; 
family. Box 98/9 1, % AMA 


BOARD SURGEON-—GENERAL TRAINED AND EX- 
perienced in traumatic seeks association group or in- 
dividual licensed California; Ohio; Indiana; North 
Carolina and mentuc ky; available after October; will 
invest. Box 9810 I, AMA 


VETERINARIAN—EXPERIENCED IN LABORATORY 
animal medicine interested in research position; will 
manage animal colonies and participate in research 
program; desire opportunity to a part time for 
graduate degree. Box 9822 1, % A 


RADIOLOGIST—AGE 46; BOARD CERTIFIED: 18 
years experience in private radiological practice; ‘both 
diagnosis and therapy but diagnosis preferred; will go 
anywhere that climate is desirable. Box 9813 1, % 


AX 


OB-GYN — SECOND YEAR CIVILIAN RESIDENCY 
desired by AF physician approved for a service train- 
ing; first year university hospital; two years assistant 
chief of department; 500 bed USAF ‘hospital. Box 
9797 I, % AMA. 


ORTHOPEDIST — AGE 30; WILL COMPLETE RESI- 
dency in university hospital June, 1960; Board Quali- 
fied at that time; will consider clinical practice; indus- 
trial; insurance; or rehabilitation work. Box 9798 I, 
% AMA 


(Continued on page 278) 


272 
i 
| 
T 
: 
j 
| 


...a new agent 


to relieve pain 


and stiffness in muscles 


a Exhibits analgesic properties which 


often modify central perception of pain without 


abolishing natural defense reflexes 


@ Relaxes abnormal tension of skeletal muscle 


N-isopropy!-2-methy!-2-propy!-1, 3-propanedio! dicarbamate CARISOPRODOL 


In muscle stiffness, pain or spasticity associated with back 
pain, bursitis, sprains, strains, and bruises, whiplash and other 
traumatic injuries, inflammatory and degenerative muscle 
complaints. 

Soma often makes possible reduction or elimination of steroids, 
salicylates, sedatives and narcotics. Many patients reported 
they feel better and sleep better. 

RAPID acTiING. Pain-relieving and relaxant effects start within 
30 minutes and last for at least 6 hours. 

WELL TOLERATED. Toxicity is extremely low. No effects on 
liver, endocrine system, blood pressure, blood picture or urine 
have been reported. Some patients may become sleepy on 
higher than recommended dosage. 

easy To use. Usual adult dose is one 350 mg. tablet 3 times 
daily and at bedtime. 

suppuiep: Bottles of 50 white coated 350 mg. tablets. 


Literature and samples on request. 


WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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long-acting 


antihistamine 


USES: ‘Perazil’ relieves the symptoms of 
sneezing, “incessant” itching, inflamed 
eyes, rhinorrhea, itching eyes, nose and 
throat, associated with: 

Hay Fever + Pollenosis + Pruritus 
* Urticaria * Vasomotor Rhinitis + 
Allergic Dermatitis + Drug Sensitivity 
ADVANTAGES: ‘Perazil’ is both prompt 
and prolonged in effect, providing sympto- 
matic relief lasting 12 to 24 hours from a 
single dose. 


PRECAUTION: When drowsiness does 
occur it is generally mild and the usual 
precautions should be observed. No toxic 
effects related to either the blood-forming 


organs or the cardiovascular system are 
produced. 

DOSAGE: Adults and children over 8 
years. 50 mg. once or twice daily as re- 
quired. The dose may be increased in 
severe cases. 

Children from 2 to 8 years, 25 mg. (one 
sugar-coated tablet) once daily. 

Infants up to 2 years, 124 mg. (one quar- 
ter of a 50 mg. tablet) crushed and mixed 
with a spoonful of jam or syrup. 
SUPPLIED: Tablets of 25 mg., sugar- 
coated, bottles of 100 and 1000; 50 mg., 
scored, bottles of 100 and 1000. 


“PERAZIL’® brand Chlorcyclizine Hydrochloride 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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SUSAN, THE TECHNICIAN TELLS HOW: 


and simplicity 
please everyone” 


“Our radiologist likes 
the Patrician for flu- 
oroscopy. Traded his 
old unit... got rid of 
tiresome tussles with 
an awkward fluoro- 
scopic screen.” 


“Poor Mrs. Smith had 

tremors — no prob- 

lem for me, though. @ 

The Patrician ‘200’ 

is built for split-sec- “Miss Jones says 

ond radiography that } she ‘feels faint’ 

really ‘stops’ motion.” | iy I’m glad to know 
the Patrician han- 

dles easily. Switch- 

es quickly from 

fluoroscopy to ra- 

diography . .. min- 

imizes examina- 

tion time for high- 

strung patients.” 


“Tall Johnny stretches 
comfortably, Even 
614 footers are not too 
big for this roomy 
81” table.” 


® Ask your G-E x-ray representative for 
full details on Patrician’s big-table con- 
venience. Or clip this coupon for a copy 
of new illustrated catalog. 


GENERAL @@ ELECTRIC 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm, 8-91 
Please send me: 
New 8-page PATRICIAN bulletin 
C) Facts about deferred payment 
CO MAXISERVICE® all-inclusive rental plan 


“Patrician’s comfort 
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Midicel 


SUSPENSION 


acetyl sulfamethoxypyridazine, Parke-Davis) 


JUST RIGHT FOR CHILDREN. DELICIOUS 
BUTTERSCOTCH FLAVORED 


Provides these distinct therapeutic advantages: convenient 
and economical single daily dose + rapid, therapeutically 
effective concentrations in plasma and tissues maintained 
for 24 hours « wide antibacterial effectiveness of sulfonamides 
¢ high solubility and low dosage, minimizing possibility of 
crystalluria. 


Recommended dosage: First day — 1 teaspoonful (5 cc.) for each 18 Ibs. 
body weight. Daily maintenance — 1/2 teaspoonful for each 18 Ibs. body 
weight. Pediatric dosage should not exceed adult dosage. Supplied: 
250 mg. per 5 cc., in 4-oz. bottles. Also available: MIDICEL® (sulfa- 
methoxypyridazine, Parke-Davis), as quarter-scored tablets of 0.5 Gm., 
bottles of 24, 100, and 1,000. Adult dosage: Initial (first day)— 
2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) 
for severe infections. Maintenance —1 tablet (0.5 Gm.) daily for mild or . 
moderate infections, or 1 tablet (0.5 Gm.) to 3 tablets (1.5 Gm.) daily 
for severe infections, depending on severity of the infection and weight 
of the patient. Children’s dosage: According to weight. See literature 
for details of dosage and administration. 


PARKE, DAVIS & COMPANY 


DETROIT 32, MICHIGAN 


90859 
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J.A.M.A., Sept. 19, 1959 


Very rigid support and truly effective fixation of the (Continued from page 272) 


lower spine is assured by the high solid back . . . PHYSIATRIST—AGE 32; FEMALE; BOARD ELIGI- 
well-boned and with removable semi-rigid stays in ble; experience in chronic disease rehabilitation hos- 

j Support Model 1 pital; interested in general hospital or rehabilitation 
casings 447-HS 165-008, center; any location considered. Box 9799 I, % AMA. 


OPTHALMOLOGIST—ELIGIBLE; COMPLETING RES- 
vhs i838 ... these se bee of design are built into linois, Missouri or Indiana. Box 9806 I, % AMA. 

[ : each Truform appliance. WANTED—PRECEPTORSHIP OR RESIDENCY IN 
Effective support or effective fixation... this | have ‘excelent surgical truining preter California 


you can depend on when you prescribe “Try. but will consider other areas. Box 9808 I, % AMA 


” GYNECOLOGIST — UNIVERSITY 
form.” Your patient benefits from the most rained; private practice experience; Catholic; desires 


aye careful selection and skillful fitting because... association or ae outside of New ork City in 
150 mile radius mar answer: 

TRUFORM Anatomical Supports are available | 9787 1, % AMA 
only from the Ethical Appliance Dealer. RADIOLOGIST — AGE 36; FAMILY; UNIVERSITY 


trained; certifed radiology and nuclear medicine; 3 
years private practice; competent in all phases radio- 
therapy and isoto; Opes ; seeking permanent growth situa- 
tion. Box 9734 1, % AMA. 


fF EC IVE WELL TRAINED SURGEON AVAILABLE 
ea 


January Ist; three yi training; general sw 
two years’ training, thernale surgery, teaching hospita tals. 
Fix ATION Medical Bureau, Burneice Larson, Director, 900 North 
4 Michigan Avenue, Chicago. I 
AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, ete. ; ge a for pri- 
vate practice, assistants or associates we A — 


health. Please write for eae hay Med- 
ical Agency, 55 E. Washington, Chicago I 


THORACIC, CARDIOVASCULAR AND GENERAL SUR- 
geon desires association or location; Certified by the 
American Board of Surgery and the Thoracic Board of 
Surgery. Box 9658 I, % AMA, 


SURGEON—34; CERTIFIED; TRAINED IN 
Mayo; cancer; memorial center; and _ thoracic; 
Bartholomew's, England; group practice and 
interests. Box 9786 I, % A 


re 


CORRECTIVE BELTS 
AND SUPPORTS 


Truform “Therapeutic” Elastic Hosiery .. . 
full. surgical weight . . . will provide the therapy 
you want. Vertical stretch firmly adapts to limb 
circular compression carefully determined by 
the Truform fitter along the entire coverage 
length. 


MANY OTHER TYPES ... IN 
MANY MODELS . . . WRITE FOR é 
YOUR COPY OF RED BOOK." 


anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO FOR 


CALIFORNIA SAN FERNANDO VALLEY—ACTIV E 
BRANCHES: New York and San Francisco industrial and general practice ; 9 years; gross 45,000 


nena . or more per year; 1,750 square feet offices ; laboratory ; 
large x ray; attached apartment; fancy patio; specializ- 
ing 1960 Jan: will acquaint with all eee wae 
patients; nurse and secretary will stay on; railroads; 
bus line connections. Write Virgil arklin, MD, Empire 
Medical Blidg.. 9693 Laurel Canyon Blvd., Pacoimas, 
California. 4 


FLORIDA — RAPIDLY GROWING SOUTHWEST 
coastal city; internists office and active practice for 
sale for cost of office and equipment only; leaving state 
but will introduce. Box 9755 P, % AMA. 


ILLINOIS—COUNTRY PRACTICE FOR SALE; UN- 
contested; new equipment 1 year old; mining town but 
rich surrounding farmer clientele; complete office ready 
to go $4000.00. Write 8. E. Bonnie, MD, 715 So. 6th, 
Springfield, Illinois, Pr 


SURGICAL AND POST- 
BACK SUPPORTS OPERATIVE SUPPORTS 


PROFESSIONAL AND TECHNICAL AIDES 


MEDICAL TECHNICIANS — GENERAL MEDIC. 
technicians; male, for empl ent with the Federal 
Government; requirements, under 38 years of age, U. 8. 
citizen; knowledge of x-ray and laboratory procedures ; 
military obligation eo ee willing to serve overseas; 
beginning salary, $4,490 per annum; additional ga 
ance when assigned overseas; request initial reply in- 
clude personal, and background ; 
personal interview wil) y aaa for those who are 

accepted. Box 8289 L, % AMA 


whooping cough 
= prophylaxis 
and treatment 


including: 


® INDIANA—PRACTICE FOR SALE; RAPIDLY GROW- 
ing community with unusual cultural and recreational 
Amylase advantages; Mishawaka, Indiana. For details contact 
poe R. C. Vance, Realtor, 410 W. Third St., Mishawaka, 
lood Volume ndiana, 
Bromide Pertussis immune globulin derived from 
OHIO — FOR IMMEDIATE SALE; ESTABLISHED 
ee human venous blood internal medicine practice and equipment; midwestern 
ear cng area; population 20,000; gross $55,000; office in medical 
— e highly purified globulin fraction of art new hospital facilities available. Box 9766 P, 
oride A 
A Cholesterol Clinical venous blood from healthy professional 4 
Creatinine Photoelectric donors hyperimmunized with Cutter ANDOCAPED 
i ground floor office d 
Creatine Phase | Pertussis Vaccine to sudden death; equipment included; well established 


Cyanmethemogiobin Colorimeter 
Ethyl! Alcohol 


general practice; population 14,000; near cities. 


@ as reaction-free as gamma globulin G. E. Byers, 2101 E. State St., Salem, Ohio. 


Fibrinogen Wri i s } i n ven blood 
Galactose alia OREGON—FOR SALE; | COMPLETELY | EQUIPPED 
0! | i office and practice for orthopedics; grosses 55, ” 
—— Globulin copy of 12-page Introdue- @ small dosage volume lessens tissue $70,000 annually; scenic northwest thriving plywood 
ucose ‘tion to Clinical Photo- | distention and sawmill industry; good hunting and fishing; $5000 
Hemoglobin electsic Colorimetry. cash will work out remaining terms. Box 9812'P, % 


e high concentration, 1% cc. contains AMA. 
the gamma globulin equivalent of 25 cc, 


human hyperimmune serum 


Hydrogen lon 
Icteric Index 180-page Reference Book 
fron available separately, 


lactic Acid Price $8.00. 
lead 


tice with introduction to buyer ‘of my interest modern 

ipped; new open staff hospital; retiring; lepers 
werorn North Carolina. Box 9710 P, % A 


@ ready for immediate use, no recon- 
stitution necessary 


Lipids 
Magnesium 
N. P 


For complete information see POR page 
622, ask your Cutter man 


or write to Dept. 9-9J 
CUTTER LABORATORIES * Berkeley, Calif. 


APPARATUS ETC. FOR SALE 


FOR SALE—PRIVATELY OWNED VASO PNEUMATIC 
pulsator; used only slightly ; like new from factory; 
cost $996; will sell half price. Write: M. B. Roberts, 
337 West llth Ave., Kennewick, Washington. Q 


Phenols 

P. S. 
Thymol Turb. Phosphotase 
Tronsominase Phosphorus 
Urea Nitrogea Potassium 


“Urobitin COMP OFFICE 
RBC Count FOR SALE — PHYSICIAN’ »LETE 
Vitamin A Salicylates equipment. Mrs. Robert 8. Johnston, Chana, Illinois. Q 

Vitamin C Sodium 
LARGEST STOCK OF USED-RECONDITIONED AND 
Zine Svipheto Sulfa Comp. surplus x-ray equipment in America: all makes, iam 
17-Ketosteroids Thiocyanate of diagnostic and therapy units; delivered, installed 


guaranteed and Write for of 


accessory The 
-Ray ompany, Inc., 217 23rd Btreet, New 
York. New York. Q 


PHOTOVOLT 


SCORPORATION 
95 Madison Avenve New York 16,N Y 


(Continued on page 282) 
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in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


¢ Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


* Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES.':*?* 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light- pink, scored tablet contains 1 mg. 


2-diethylaminoethy! benzilate hydrochloride (benactyzine HCl) 
and 400 mg. meprobamate. epro 


References: 
1. Alexander, L.: J.A.M.A, 166:1019, March 1, 1958. 
2. Current personal communications; in the files of Wallace Laboratories. @°WALLACE LABORATORIES, New Brunswick, N. 7. 


3. Pennington, V M.: Am J. Psychiat 115:250, Sept 1958. mann 
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REGULATORS 


“Essential” fatty acids . . . arachidonic 
and linoleic . . . and the fat-soluble vita- 
mins... A, D, and K...can be ob- 
tained from our everyday foods. These 
nutrients serve essential but obscure roles 
in such processes as the maintenance of 
body membranes and skin . . . intestinal 
absorption of calcium... mineralization 
of bone and teeth... and clotting of 
blood. 

From the foods listed in A Guide to 
Good Eating, the “essential” fatty acids 
are obtained from the fat present in milk, 
cheese, ice cream, butter, eggs, meat, 
fish, poultry, nuts...and, in larger 
amounts, from some natural fats and 
oils used in food preparation and at the 
table. Vitamin A is generously supplied 
... largely preformed from milk fat in 
dairy foods... from eggs... and as 
precursors from dark green leafy vege- 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


tables ...and from yellow vegetables 
and fruits. 

Vitamin D .. . particularly important 
for absorption and utilization of calcium 
during growth, pregnancy and lactation 
...is not amply provided by the foods 
listed in the “Guide” . . . unless vitamin 
D-fortified milk is used in recommended 
amounts, Additional vitamin D can be 
formed in the skin if it is exposed to 
ultraviolet rays from sunlight or ultra- 
violet lamp. 

Many foods listed in the ‘‘Guide”’ 
supply vitamins E and K .. . especially 
green leafy vegetables . . . but also nuts 
... and dairy foods containing milkfat. 
Plant oils used for salads or food prepa- 
ration are especially rich in vitamin E, 
Microorganisms in the digestive tract 
synthesize vitamin K. 

When combined in well-prepared 


USE DAILY 
A GUIDE TO GOOD EATING 
DAIRY FOODS 
3 to 4 glasses milk—children 
4 or more glasses—teenagers 
2 or more glasses—adults 
Cheese, ice cream and other milk-made 
foods can supply part of the milk 
MEAT GROUP 
2 or more servings 
Meats, fish, poultry, eggs, 
or cheeses—with dry beans, 
peas, nuts as alternates 
VEGETABLES AND FRUITS 
4 or more servings 
Include dark green or 
yellow vegetables, 
citrus fruit or tomatoes 
BREADS AND CEREALS 
4 or more servings 
Enriched or whole-grain 
Added milk improves 
nutritional values 


meals, foods selected from each of the 
four food groups can provide all of the 
necessary fat-soluble vitamins and fatty 
acids, while satisfying the tastes, 
appetites and other nutrient needs of all 
members of the family, young and old, 


Since 1915... promoting better health through nutrition research and education 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 NORTH CANAL STREET + CHICAGO 6, ILLINOIS 


THIS ADVERTISEMENT IS ONE OF A SERIES, REPRINTS ARE AVAILABLE UPON REQUEST. 
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UNCLE MILO 


By and large, ace firefighter Uncie Milo fed his ulcers per 
doctor’s orders. But sometimes there he was. . . face to face 
with some forbidden delicacy. Then a single indiscretion, in 
a weak moment, was all it took to put him out of action. 


Today, though, whatever the will-power of your ulcer pa- 
tients, you can provide lastingly effective pain relief and acid 
control with Gelusil . . . the antacid adsorbent Uncle Milo 
should have had. 


Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. The choice of modern physicians, for every ant- 
acid need. 

Formula: Each tablet or teaspoonful con «115 


Aluminum hydroxide (Warner -Chilcott) 4 gr. 
Magnesium trisilicate (U.S.P.) 74% gr. 


GELUSIL 


a physician’s antacid 
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NEW REPRINT 
— 1959 — 

PRACTICAL 
PULMONARY 
FUNCTION 
TESTING 

FOR THE 
PRACTICING 
PHYSICIAN 


by G. E. HORTON, M.D., and 
A. L. DRERUP, M.D., MEMPHIS 


This reprint limits itself to the 
pulmonary function tests that 
are practical for the small hos- 
pital or physician’s office. It 
describes—how to examine the 
patient—what to look for—value 
of chest roentgenogram—physi- 
ologic tests—forms of respira- 
tory insufficiency—9 pulmonary 
function tests—common pulmo- 
nary insufficiency patterns—sim- 
ple pCO, measurements—sample 
record form and a lot more val- 
uable information. 


Write for your free copy. 
Ask for reprint AM 


WARREN COLLINS, 
555 Huntington Ave., Boston 15, Mass. 


NOW... COMBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 50B ... 
IN THE 


Provides electrical 
muscle stimulation, 
an adjunct therapy 
for sprains, strains, 
dislocations, other 
trauma of the mus- 
cle and 


FREE TRIAL OFFER 


Medco Products Co. 

Mail Address: P.O. Box 3275-M-2 

3603 E. Admiral Pl. + Tulsa, Oklahomo 

C Please send Pod Placement Color Chart. 


C) Please send MEDCOLATOR Model K with Recipro- 
cal Stimulation for 30 day FREE trial. 


C) Please send descriptive literature on MEDCOLATOR 
Model K. 


ADDRESS. 


city. STATE 
Serving the Profession Since 1932 


J.A.M.A., Sept. 19, 1959 
(Continued from page 278) 


1959 HEMOGLOBINOMETER 


moon. 
Last Cost 


(DARE) 


Prepaid 


Firs Guarantced 


ACCURACY and SPEED with ECONOMY and SIMPLICITY 
* NO HEMOLYSIS * NO MIXING * NO DILUTION ERROR 
SIMPLEST OPERATION with AUTO-CHAMBER, in tess 
than 2 Minutes. NO to purchase. 
The Rieker inst. Co., 1919 Fairmont, Phila. 30, Pa. 


USED PHYSICIANS HOSPITAL AND LABORATORY 
equipment bought and sold; | stock on hand. Harry 
wa 400 East 59th Street, jew York City 22, New 


MISCELLANEOUS FOR SALE 


FOR SALE—TICES PRACTICE OF UP TO 
date; best offer: Contact Willia S. Hunter, MD, 
356 Greenwich S8t., San Francisco, ‘Calite yrnia. 8 


FOR RENT 


FOR LEASE—X-RAY DEPARTMENT; LONG ESTAB- 
lished and operating institution; doing now $160,000 
«ross per year; rental, $3,000 per month; right man 
could double the volume in this fast growing area; 
available only to qualified individual. For details, con- 
tact Mr. Leon Ballard, 400 North Pomona, Fullerton, 
California, LA 5-4753. T 


TO RENT MEDICAL SUITES IN NEW MODERN 
medical center; a general practitioner and pediatrician 
to fill out building in fast growing community; in 
Bensonville area; on Irving Park three blocks west of 
Highway 83; Porter 6-0886. T 


INDIVIDUAL SUITES AVAILABLE—IN NEW SHER- 
wood medical center; Anaheim, California; architec- 
turally designed; air conditioned; pharmacy; laboratory 
and 15 medical suites; brochure available. 9602 Orange 
Ave., Anaheim, California. 


MEDICAL OFFICE — LEASE OR SALE; LOS AN- 
geles area; growing community; opportunity; heart of 
business district; new open hospital close; 6 room 
office ground floor. Box 9780 T, % AMA. 


REAL ESTATE FOR SALE 


FOR SALE—BRICK HOUSE; GAS HEAT; MODERN 
2-car garage; hot water heat; completely equipped for 
medicine; major surgery; bacteriology; pathology; large 
enough for two doctors; retiring because of ill health; 
may be inspected by appointment. Telephone 8-2189. 

. H. Ensminger, MD, 409 W. Market Street, York, 
Pennsylvania. x 


ms; serv- 

ice room’; ales room ; outside patio; suitable for two 

or three’ doctors; separate la boratory available; ade- 

quate parking: excetlent ay building four years 
old; $50,000. Box 9817 X, % AM 


THIRTEEN BED HOSPITAL—CLINIC FOR SALE: 
South Texas; unopposed practice; two present doctors 
desire to specialize; sixty thousand net yearly past ten 
years. Elmer Dobbins, 4119 Broadway, San Antonio, 
Texas. x 


OFFICE FOR SALE — 4 MODERN UP-TO-DATE, 
fully equipped offices; library; beautifully furnished. 
Dr. Carl F. Becker, 220 Park Place. Lincoln, Ilinois. X 


CONTENTS OF 25 BED AL: GOOD CONDI- 
tion; for sale. Contact M. Wixint on, MD, Ham- 
mond, Louisiana. Phone 45 pa 296 x 


BEAUTIFUL BUILDING AND GROUND IN NEAR 
western suburb of Chicago; ideal for medical center; 
plenty of parking space physician and den- 
tist needed in area. Box 9747 AMA. 


TRADE MARK 
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BELLEVUE PLACE ~NEW YORK UNIVERSITY 


for 
Nervous and Mental Diseases POST-GRADUATE MEDICAL Sc 
EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 offers the fellewing ‘courses 


RADIOACTIVE ISOTOPES 
SECLUSION Est. 1909 MATERNITY 
F A i RM oO U N T Part time, 2 to 5 p.m. Wednesdays, October 7, 1959 
through May 25, 1960 


Private i for ion core of un- 


fortunate inte Contified obstetrician in oe y REVIEW OF SURGERY OF THE STOMACH, 


cases, work around the hospital may be 


given to reduce expenses. Early entranc Oe Ci A] Full time, October 26 through 30, 1959 
Write or phone DIAGNOSTIC CARDIAC AUSCULTATION 


Grace Schroer. Supt. WA 3-3577 
4911 E. 27th St.—K. C., Mo. SSE. ™ Full time, October 28 through 31, 1959 


THE PRACTICAL FUNDAMENTALS OF CLINICAL 
ELECTROCARDIOGRAPHIC INTERPRETATION 
Part time, 7 to 9 p.m. Wednesdays, November 4, 1959 
through March 16, 1960 
ELECTROCARDIOGRAPHY 
for your institution Full time, November 9 through 14, 1959 
HEMATOLOGY 
Full time, November 9 through 13, 1959 


desirable assistants 


can be contacted thru 


bd For further information: 
A CLASSIFIED ADVERTISEMENT the 
NEW YORK UNIVERSITY 
in the JOURNAL POST-GRADUATE MEDICAL SCHOOL 
550 First Avenue New York 16, N. Y. 


NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


treatment 
of emotional 
disorders 


An indispensable aid to a busy practice 


EXPECTANT 
‘MOTHERHOOD 


e Saves needless phone calls | By Nicholson J. 
¢ Authoritative — reassuring | Eastman, M.D, 


© Backs up the doctor rap Obstetrician in Chief, 
never supplants him Johns Hopkins 


MORE THAN A MILLION Hospital 

COFIES DISTRIBUTED 
Third Edition * $1.75 Professional Discount 

LITTLE, BROWN & COMPANY, 34 Beacon St., Boston 6, Mass. 
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|-Belladonna Alkaloids* 0.1 mg. 
Organon) Organon Inc., Orange, N. J. 


gastrountestinal 


dysfunction 


Milpath 


Miltown®* anticholinergic 


Milpath acts quickly to suppress hypermotility, 
hypersecretion and spasm, and to allay anxiety and 
tension. The loginess, dry mouth and blurred vision 
so characteristic of some barbiturate-belladonna 
combinations are minimal with Milpath. 


now two Milpath forms for adjustability of dosage 


Milpath-400- Yellow, scored tablets of 400 mg, meprobamate and 25 mg, 
tridihexethy! chloride (formerly supplied as the iodide). Bottle of 50. 
DOSAGE—1 tablet t.i.d. at mealtime and 2 at bedtime. 

Milpath-200—Yellow, coated tablets of 200 mg. meprobamate and 25 mg. 
tridihexethy! chloride. Bottle of 50. 

DOSAGE—1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


ay WALLACE LABORATORIES 
New Brunswick, N. J, 
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a new amine oxidase regulator 


Marplan 


with two distinct primary effects 
for two important clinical indications 


— 


\\ 


a @ Prophylaxis of pain in angina pectoris 
23 Relief of moderate and deep depressions 


A broad clinical research program continues to define 
the full range of Marplan’s clinical applicability. How- 
ever, already some 300 research clinicians have evalu- 
ated Marplan in more than 4000 patients. In these 
studies, patients showed an over-all improvement rate 
of approximately 70 per cent in the two primary diag- 
nostic categories—angina pectoris and depression. 
Marplan has been shown to be considerably more 
potent than certain other amine oxidase regulators. 
While clinically such increase in potency may be asso- 
ciated with increased side effects, Marplan strikes a 
happy balance of potency/safety, impressively reduc- 
ing the side reactions of hydrazines (such as orthostatic 
hypotension, constipation, jitteriness, peripheral edema, 
skin rash). Moreover, throughout the extensive clinical 
investigations, no liver dysfunction has been reported. 
Marplan is an amine oxidase regulator, however, and 
like all of these agents, it is contraindicated in the 
presence of liver or kidney disease. 
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for total management 
of angina pectoris 


Marpian prevents pain: Marplan is indicated 
primarily for patients with moderately severe 
to intractable angina pectoris. It has demon- 
strated a high degree of effectiveness. When 
used ona continuous dosage schedule, Marplan 
prevents pain, increases exercise tolerance and AWS! WE 
reduces nitroglycerin requirements.!~ To date, Ss 

Marplan prophylaxis has been evaluated in 
over 300 angina patients. The response rate 
was 76 per cent with improvement ranging 
from a reduction in the number of attacks to 
virtual abolition of the anginal state.! One 
study reported “excellent effects with rela- 


tively small doses.” 


Marplan creates a more confident mental climate: 
Many angina patients display a more cheer- 
ful outlook when on Marplan therapy. This 
mental improvement is undoubtedly due to 
the antidepressive action of Marplan. How- 
ever, it should be stressed that Marplan is 
indicated for symptomatic contro] of angina 
pectoris and, while it frequently abolishes angi- 
nal pain, Marplan does not appear to influence 
the EKG. Hence, as with previously available 
prophylactic agents, it is imperative that 
patients be instructed to maintain the same 
restriction of activity in force prior to Marplan 


therapy. 


a valuable new agent with two distinct primar 
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a happy balance f potency /safety 


effects for two important clinical indications 


to lift depression 


The value of Marplan in depression: Marplan is 
indicated in the broad range of emotional and 
psychiatric disorders with associated symp- 
toms of depression, withdrawal or regression. 
To date, Marplan has been fully evaluated in 
more than 3700 patients with depression. The 
majority (67 per cent) showed significant im- 
provement!: “Depression of mood and somatic 
preoccupation were less pronounced, concen- 
tration improved, irritability lessened, and the 
patients appeared to be more relaxed.”* 


Marplan in rheumatoid arthritis: Marplan has 
also been found to be a valuable adjunctive 
therapy in the management of rheumatoid 
arthritis and other chronic debilitating dis- 
orders with associated depressed psycho- 
motor activity. 
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of isocartoxazid ROCHE® 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N.J. 


ere is a difference 


in physiologic potency 
in Clinical effectiveness 
in dosage used 

in therapeutic ratio 

in research background 


arplan 


Dosage: As with other potent drugs, for maximum therapeutic effect, 
the dosage of Marplan must be adjusted for the individual patient. Since 
Marplan has a cumulative effect, dosage should be reduced as soon as 
clinical improvement is observed. Many patients may respond to 
Marplan within a week or less. On the other hand, since Marplan acts 
indirectly (by affecting enzyme metabolism), a beneficial effect may not 
be seen in some patients for as long as three to four weeks. 

(In angina pectoris, depression, rheumatoid arthritis, etc.): The usual 
starting dose is 30 mg daily to be given in single or divided doses. The 
patient should be observed carefully and individual dosage adjustment 
made according to response. Many patients will respond a to the 
initial dose of 30 mg daily, and the dosage should then be reduced to 
10 or 20 mg daily (or less) for maintenance therapy. In some patients 
beneficial effects may not be observed for three or four weeks. 

Since daily doses larger than 30 mg may cause an increase in side effects 
such as hypotension and constipation, it is not recommended that higher 
dosages be employed. 


Caution: All patients treated with hydrazine derivatives should be kept 
under close medical supervision. Use of this class of agent should a 
discontinued at the first sign of jaundice or impaired liver function. 
Periodic liver function tests are advised during hydrazine therapy. These 
drugs are contraindicated in patients with a history of previous liver 
disease or impaired liver function. In patients with impaired kidney 
function, Marplan should be used cautiously to prevent accumulation 
and should not be used in epileptic patients. Patients receiving a hydra- 
zine in conjunction with me such as alcohol, ether, barbiturates, 
meperidine, cocaine, procaine and phenylephrine should be more 
closely supervised. 

Supplied: 10-mg tablets in bottles of 100 and 1000. 
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antibiotic resistant STAPHytococci are killed by 


2EPH | R ANY in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 


Preoperative preparation e Scrub-up e Surgical dressings e Wound irrigation ¢ Sterile 


storage of instruments e¢ Furniture, wall, and general sickroom disinfection « Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
1335M 
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specify Lactum wt help you avoid troublesome formula changes 


20 cal./fl. oz. from birth Resume of Clinical Studies 


Because it is so well tolerated, Lactum can be fed Slee ee 
at the usually recommended 20 calories per ounce 


from birth. The newborn infant’s hunger is thus 
adequately satisfied, and the infant is enabled to 
adjust to normal feeding intervals. me. a Dare All infants vigorous; made satisfactory progress. 


In various clinical studies 2. 4 Lactum has been 57 | 
found to adequately meet the needs of full term normal; normal or superior general development. 


infants from birth through the formula feeding 190 Henrickson? Satisfactory results Average hospital stay: 
. (sick & well 5.5 days; average daily weight gain. 3 ounces. 
period. infants) 


*Maltose-dextrins formula modifier, Mead Johnson 

R. A., and Jackson, R. L.: J. Pediat. 44: 32-45 (Jan ) 1954. 2. Frost, 
R. L.: J. Pediat. 39: 585-592 (Nov.) 1951. 3. Henrickson, W. E.: GP 8: 51-56 

tact} 4953. H. R.: Arch. Pediat. 61: 617 (Dec.) 1944, 


avoid baby’s discomfort and mother’s anxiety... specify Lactum modified mitt formuta, Mead Johnson, liquid + “instant” powder 


Mead Johnson 


Symbol of service in medicine 
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